jaundice. 
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REPORT OF OPERATIONS FOR (1) GALL-STONE IN THE 
COMMON DUCT; (Il) CYST OF THE KIDNEY; (III) 
CANCER OF THE UMBILICUS; (IV) FIBRO- 
MYOMA OF THE UTERUS; (V) TUBERCU- 

LAR OSTITIS OF FEMUR.* 


By WILLIAM D. HAGGARD, M.D., NASHVILLE, TENN. 
Professor of Gynecology in the Medical Department of the Univer- 
sity of Tennessee; formerly Professor of Gynecology and Abdom- 
inal Surgery, University of the South; Gynecoloist to the Nash- 
ville Hospital; President of the Middle Tennessee Medical 
Society; Vice-President of the American Association of Ob- 
stetricians and Gynecologists; Fellow of Southern Surgi- 
cal and Gynecological Association; Member of the 
Woman’s Hospital Society of New York, etc. 


_ The following case records illustrate several interesting 
types of disease; and as individual examples present cer- 
tain instructive phases which have afforded the author a 
profitable field of study, and which I trust will be of gen- 
eral interest. 


GALL-STONE IN THE:-COMMON DUCT. 


Mrs. H., age 41, mother of one child 21 years old. 
She had typhoid fever 15 years ago. Has always been 
“bilious.” In September, 1902, she was seized with a se- 
vere cramp colic in the epigastrium, attended with belching 
and nausea. She vomited for three days. There was con- 
siderable pain over the gall-bladder, with fever. She was 
in bed for three weeks, but the pain and discomfort con- 
tinued for five weeks after she got up. She was free of 
pain for nearly a year, when in August, 1903, she had an- 
other severe attack attended with jaundice, which gradually 
disappeared after several weeks. 

In October a series of cramp colics began that would 
necessitate her going to bed for a week or two, then up 
for a week or two, which continued until December, when 
she was taken with a hard chill and severe colics, the pain 
of which was felt in the back and under the point of the 
right shoulder. Jaundice became very deep and continued 
with some variation until the operation. 

In this attack she had nausea and vomiting, elevated 
temperature, and was in bed one week. 

She has had over a dozen similar, but less severe at- 
tacks of pain since, with chill, fever, pain and deepening 
There were occasional rigors, fever and night- 
sweats even in the absence of colic. There were three at- 
tacks of this character in the week preceding operation. 
She had lost forty pounds in weight. The stools had been 
white and pasty since the attack in August and the urine 
was coffee-colored. The diagnosis of calculous obstruction 
of the common duct, with infective cholangitis or the inter- 
mittent hepatic fever of Charcot, was made. She finally 
consented to operation, which was done March 14. 

Operation.—A longitudinal incision 314 inches down- 
ward, from the tip of the ninth costal cartilage, revealed ad- 
hesions of omentum and bowel to a small, thickened gall- 
bladder. They were carefully separated by a gauze-covered 
finger. Two traction strings of silk were placed in the fun- 
dus of the gall-bladder, which after careful isolation with 


*Read before the Tennessee Medical Society at Chattanooga, 
April 12-14, 1904. 


a large gauze tamponade, was opened and three bird-egg- 
sized stones removed. 

The index finger was next placed in the foramen of 
Winslow and the gastro-hepatic omentum elevated. A large 
stone was readily palpated in the common.duct. The stone 
was used as a “darning ball” to introduce two opposing cat- 
gut sutures and the common duct was easily incised between 
them. The pressure of the fingers under the lesser omentum 
caused the stone to pop out on the floor. With one finger 
in the duct and another in the gall-bladder, they were 


Dr. W. D. Haggard, Jr., is a very prominent Southern surgeon 
and gynecologist. He is a graduate of the University of Tennessee, 
in which he is Professor of Gynecology at the present time. He has 
occupied the chair of Gynecology and Abdominal Surgery in the Uni- 
versity of the South, was formerly House Surgeon of the Woman’s 
Hospital of New York, and has had other rare oppotrunities for de- 
velopment of his skill and knowledge. Being still ‘‘on the right side 
of 40” great things are to be lookt for from this already noted Svuuth- 
ern gentleman.—Editor. 
brought together, to make certain that no stones were left 
behind. 

Two sutures in the common duct were brought to- 
gether, not with a view to closing the duct, but simply to 
indicate the line of future union. Drainage in these cases 
is preferable to complete suturing of the common duct. 
(It may be unknown to some that the safety of trans-peri- 
toneal drainage of the common duct was first demonstrated 
by the late lamented W. E. B. Davis, of Birmingham, Ala. 


His discovery constitutes one of the greatest contributions 
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to the surgery of the bile-tracts, and adds another spray of 
laurel to the achievements of southern surgery.) A strip 
of gauze was tied in the knot of the cat-gut suture so that 
the bile could not float it away from the duct. A rubber 
tube wrapt with gauze and surrounded with gutta-percha 
tissue was tied into the opening in the gall-bladder by a 
purse-string suture of cat-gut inserted in the fundus of the 
gall-bladder. The long ends were used as a bridle to hold 
the gall-bladder up to the abdominal incision and tied into 
the knot of the thru-and-thru worm-gut suture used in clos- 
ure. A wide strip of gauze, to the outer surface of which 
a layer of rubber tissue was sewn, was carefully adjusted 
around the gauze-drainage to prevent adhesions. Tube, 
gauze and coffer-dam were all brought out at the lower 
angle. Time, 58 minutes from the beginning of anesthesia. 
The bile was thereby delivered freely to the surface without 
peritoneal leakage. Neither the pulse nor temperature ex- 
ceeded 100 at any time. The drainage persisted for two 
weeks. Sinus closed in three and one-half weeks, whea 
patient left the Infirmary. The jaundice rapidly disap- 
peared, and the stools finally became colored, and the pa- 
tient has gained in weight. 


CYST OF KIDNEY: GALL-STONES. 


Mrs. M., aet. 40, referred to me by Dr. J. A. Wither- 
spoon. She had been married eighteen years; had no chil- 
dren, but four miscarriages, the last ten years ago resulted 
in a serious septic condition from a dead fetus, confining 
her to bed for three months. 

She has had a number of spells of biliary colic that kept 
her in bed from two days to a week, attended with tend- 
erness, temperature and vomiting. She sometimes had pain 
in the right hypochondrium en going up steps. Two years 
ago she had a severe attack of pain in the right side, fol- 
lowed by jaundice. She kept her bed for three weeks with 
pain, fever, chills, vomiting, abdominal tenderness and dis- 
tention. In August, 1903, she had her worst attack of this 
kind. Morphine was required for the severe pain. She was 
in bed for two weeks. The tenderness and distention of the 
right side of the abdomen led the consultants to consider 
appendicitis as well as cholecystitis. At this time Dr. 
Witherspoon detected an enlargement in the left lumbar 
region. When the severity of the attack was spent, the 
tumor was easily palpable and as large as an infant’s head, 
She complained of a tight, heavy feeling in that region, 
shading into nearly constant pain of a throbbing knife-like 
character. She had lost 10 pounds. 

The urine was decreast in amount to eighteen ounces, 
but would increase to normal or above, every second or 
third day. It was qualitatively normal. The tumor was elas- 
tic and slightly fluctuant. It was resonant, but this was 
variable, as was its apparent size due to the variation of the 
colon, as demonstrated by filling the colon with air. Segre- 
gation showed clear urine from both kidneys. Diagnosis— 
Cyst of the kidney and gall-stones. 

Nephrectomy and Cholelithotomy.—With a_ kidney 
cushion under the loins, an anterior incision was made over 
the tumor. When completed the descending colon was pusht 
with gauze pads to the inner side of the kidney, thus putting 
the meso-colon on the stretch. It was easily nickt and torn 
open. A bluish, thin-walled cyst the size of a fetal skull, 
at the lower renal pole, presented. The kidney was stript out 
of its capsule and delivered. In so doing another smaller 
cyst at the upper pole was ruptured. On account of her 
history the gloved hand was passt across the abdomen, the 
gall-bladder palpated and found to contain stones. The op- 


posite kidney was present and normal in size. The pedicle 


-of the affected kidney was quickly isolated and ligatures of 


silk placed separately on the artery, vein and ureter. The 
incision was closed by worm-gut, with gauze drainage in 
center. 

An incision was then made over the gall-bladder, which 
was drawn up, opened and emptied of its calculi. A tube 
was then introduced as described in the previous case, con- 
nected to a tube which conducted all the bile by siphonage to 
a bottle on the floor without leakage or soiling of dressings, 
Both operations were completed in an hour. The tube was 
removed at the end of a week. The bile ceast to discharge 
and the sinus closed in three weeks. The patient had a 
smooth and pleasing convalesence. Had there been but one 
cyst, I would have excised it and left the kidney, after the 
method and brilliant results of Murphy; but one at either 
end determined me, with the concurrence of Dr. Wither- 
spoon, to extirpate the kidney. 


CANCER OF THE UMBILICUS. 


Man, aged 59; had noticed a hard nodule the size of a 
hickory nut just above the umbilicus about three months, 
He was sent to me by Dr. K. S. Howlett, of Franklin. The 
hardness had gradually increast and the umbilicus, which 
had previously been depresst, began to bulge. The tumor 
was slightly tender and gave rise to a sense of uneasiness, 
amounting at times to pain. He was losing flesh. The 
mass appeared to be about the size of a goose egg and was 
of stony hardness. The skin would not move over it, nor 
could the mass be displaced. There was no history or other 
evidence of cancer of the stomach; abscess of the umbilicus 
was excluded. Operation was advised but postponed a 
month. Two weeks before operation the pain became very 
acute, which continuing, determined him to submit to opera- 
tion. The night before he entered the Infirmary he had a 
severe colicky pain which he referred to the umbilicus and 
which required morphine for relief. 

Operation.—The umbilicus was removed, February 17, 
1904, by an eliptical incision. The resulting opening, when 
gapt widely apart, lookt very formidable, and was nearly as 
large as a small saucer. Search was made in the stomach, 
liver and gall-bladder for internal cancer, but none was 
found. The gall-bladder, however, was very hard, thick- 
ened and contracted down upon this stone, which was re- 
moved and drainage establisht. The stone and the cholecys- 
titis explained the severe pain two nights before operation. 

The wound-closure presented quite a problem. The 
peritoneumn, of course, could not be approximated. The 
omentum was turned up and sewed to the serous margin of 
the incision with considerable difficulty,as the stomach bulged 
into the wound at every respiration. The fascia and muscles 
were partially drawn together by interrupted sutures of cat- 
gut. The margins were still about an inch and a half apart. 
To remedy this defect a silver wire filagree had been made 
after the pattern suggested by Dr. Willard Bartlett, of St. 
Louis. This was laid upon the corduroy sutures of cat-gut, 
the edges resting between the fat and fascia and the skin 
closed. The gall-bladder drainage tube was allowed to pro- 
trude thru the upper angle of the incision. Theoretically, a 
separate stab-wound would have been preferable, but 
economy in time was deemed very necessary. The prac- 
tical result was all ‘that could have been desired. The con- 
valescence was unnoteworthy save for the great distress that 
he experienced from a hacking cough and from occasional 
vomiting. The wound healed without incident. He will 
be given x-ray exposures to lessen the likelihood of recur- 
rence. 


| 
| 
| 
| 
| 
| 
| 
| 
¥ | 
| 
| 
| 
| 
} 
| 
| 
| 
a 
Hi 
if 
| 
be. 
Fi, 
| 
4 


4 


a 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 197 


FIBRO-MYOMA OF THE UTERUS. 


Mrs. G. S., aet. 43, married but no children. Her men- 
struation had always been regular, with three weeks and 
three days intervening. It always required her to go to bed 
with sharp, bearing-down pains in the lower abdomen. The 
flow was scanty. Two years ago she first noticed an ab- 
dominal enlargement in the right side that was quite mov- 
able. She was able to draw it to the ribs on that side. In 
two years it reacht the size of a cantaloupe. It seemed to 
disappear under various courses of patent medicine and two 
days after I had removed the tumor a large envelope was 
fowarded to her from her home containing a diagnosis of her 
case, and a guarantee to take the tumor away by a remedy 
which was said to contain the constituent elements of life. 

Examination declosed a smooth, movable tumor about 
the size of a six months’ pregnant uterus. It seemed pedun- 
culated and attacht to the uterus by a pedicle that felt to be as 
large as the wrist. The uterus was normal in size, 24 
inches deep and completely retroflext. The big tumor was 
anterior to the uterus, as was also a rough mass the size 
of a flattened orange that protruded forward and encroacht 
upon the bladder. She complained of inability to stoop on 
account of the involuntary escape of urine. She had to get 
on her hands and knees to milk. When on her feet and at 
work, or walking, the urine dribbled continually. It was for 
these annoying symptoms that operative relief was sought. 

Hysterectomy was performed by supra-vaginal ampu- 
tation as devised by Kelly. The tumor weighed 7% pounds. 
Convalescence was ideal, as this method with its perfected 
technic, in its performance and results, constitutes about the 
most satisfactory major operation in surgery. 


TUBERCULAR OSTITIS OF KNEE. 


A girl, 18 years of age, of anemic blonde type, but no 
family history of tuberculosis, first noticed pain in her right 


‘knee in November, 1903. It subsided, but returned with 


severity at Xmas, confining her to bed. There was tem- 
perature, pain, local tenderness and swelling. Anti-rheu- 
matic remedies were administered without benefit, and fin- 
ally morphine had to be given, and she was taking, on ad- 
mission to the Infirmary, March 9, three grains a day. The 
knee was enormously swollen, and presented the typical 
white glazed appearance on the outer side. The inner side 
was more greatly enlarged and red. The knee was fixt and 
could not be extended from above the knee to the toes. Fluc- 
tuation at the knee-joint could be obtained. Temperature 
reacht 102 and 103 in the afternoon, pulse 130. She had 
lost 20 pounds. hae 

Amputation was advised by Dr. Duncan Eve in consulta- 
tion, and her condition was so very grave that it was un- 
dertaken with considerable reluctance. The circular, terrace 
method was employed at the upper third, and she was put 
to bed in thirty-five minutes with very little shock. 

The knee presented a most interesting pathologic study. 
Quite a quantity of liquid blood in a cavity just under the 
skin on the inner side accounted for the fluctuation. This 
fluid was in the tissue and not the synovia. The joint proper 
was not involved. There was a bulwark of greatly thick- 
ened tissue as large as one’s fist surrounding the internal 
condyle. There was entire and complete destruction of the 
internal condyle. 


Missouri State Journal.—The State Medical Association of 
Missouri has decided to publish its transactions in the form of a 
Monthly medical journal instead of the bound annual volume. 
It will be a costly mistake. But it is to be hoped that as long 
as it is publisht the size of page may be such that when bound 
the volume may be uniform in size with those heretofore issued. 


TREATMENT OF TUBERCULAR ABSCESSES OF BONE.* 


By CLARENCE L. STARR, M.D., ToRoNTO, CANADA. 
Demonstrator of Clinical Surgery in Toronto University. 


It is only a few years since the true nature of “cold 
abscess” and chronic bone-lesions has been understood. In 
some instances of “chronic abscess” the condition might more 
properly be called a tuberculous cyst rather than abscess. 
as there are none of the cardinal points of “inflammation” 
present except the swelling. 

At the outset there is a tuberculous nodule in the soft 
parts adjacent to the area of bone affected bv tuberculosis ; 
later the soft parts go thru the same process of caseation and 
liquefaction that has already taken place in the diseased 
area of bone. Thus a cavity is formed with liquid contents 
and distinct wall: the “pyogenic membrane” of the older 
writers ; but the condition, as just said, is one of cyst rather 
than abscess until the fluid (hitherto due only to the tubercle 
bacilli) becomes the site of mixt infection—the cyst-wall 
becomes a “pyogenic membrance” only after invasion of the 
staphyllococcus of pus. This wall is the most important 
thing because in its outer part are contained the bacilli and 
the resultant gray tuberculous nodules; the inner portion 
being in process of disintegration is, like the contents of the 
cavity, comparatively inert (usually containing few, if any, 
bacilli). 

The growth of the abscess is in the line of least resist- 
ance and this being in the connective tissue structures, ves- 
sels and nerves or any fibrous structures are rarely attackt. 
The abscess burrows, by the weight of its contents, down- 
wards, infecting the soft tissues as it goes, and thus carries 
the tuberculous disease into distant parts, rendering the treat- 
ment of the diseased soft tissues harder than that of the 
original focus. In order successfully to get rid of the infec- 
tion it is seen to be necessary to clear out the wall of the 
abscess, which contains the possibility of re-infection, as well 
as to evacuate the liquid contents. : 

When the abscess is detected what may be done? Five 
lines of treatment may be selected from in accordance with 
the indications of each individual case: ‘ 


1. To leave abscesses alone—the so-called expectant 
treatment. 

2. Aspiration. 

3. Aspiration with injection of antiseptics. 

4. Incision with drainage. 

5. Excision. 


1. Immobilization—It has for long been known that 
when the diseased bone (from which an abscess originates) 
is properly protected and put at rest, absorption of the fluid 
contents does sometimes take place, leaving a caseous mass 
with a fibrous capsule which may. ultimately become entirely 
fibrous or calcareous, and result in spontaneous cure. One 
undoubtedly finds cases in which it is the part of the wisdom 
not to interfere in any radical way. Such might be a deep- 
seated abscess of the spine that is giving no symptoms, and 
others which with proper supporting treatment are diminish- 
ing in size. One may delay operative treatment also to get 
a more favorable point of exit, it being perfectly right, for 
example, to allow a psoas abscess to work down the thigh 
so as to open it away from the groin, and thus run less risk 
of infection. But under no circumstances should an ab- 
scess be left when the skin is becoming reddened from tuber- 
culous infiltration, as it will refuse to heal if incised, and 
will ultimately break down unless completely excised. 


*Abstract of paper read before the Toronto Medical Society. 
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2. Aspiration—This mode of treatment of abscesses 
can be of absolutely no benefit as only the fluid contents 
which are comparatively inert, can be withdrawn, and that 
only with a good deal of patience and dexterity to prevent 
plugging of the needle with caseous material. The wall is 
still left to continue the formation of the pus and the infiltra- 
tion of further soft tissues, and there is grave danger of the 
tract of the needle becoming infected with tubercle and a 
sinus result. 

3. Injection with Antiseptics—Treatment by injection 
is open to the same objection, as one cannot hope to inject a 
sufficiently strong antiseptic to destroy the wall without seri- 
ous constitutional disturbances. 

4. Incision and Drainage——The advice to “open and 
drain” all abscesses whether of tubercular origin or not is 
most dangerous—tho to be found in most works on ortho- 
pedics. If we could maintain perfect asepsis after institut- 
ing drainage the advice would be good, but infection with 
pus cocci is absolutely certain to occur sooner or later; and 
the patient is thus infinitely worse off than before the tuber- 
culous debris was evacuated. So I say it is not best to in- 
cise and drain except in urgent cases (such as dyspnea from 
spinal abscess, for example). 

5. L£-xcision—Total excision of abscess-wall and con- 
tents complete with immediate aseptic closure of the wound, 
as advocated by. Mr. Watson Cheyne, is theoretically ideal 
‘treatment ; but practically the danger of infection with pyo- 
genic bacteria is too great to warrant its adoption save in 
exceptionally favorable locations. 

In my experience the best results are obtained from 
opening the abscess (by multiple incisions if necessary), 
scraping the walis carefully with a sharp spoon and closing 
the wounds immediately. The incision should be free, the 
walls well curetted and some iodoform used if deemed ad- 
visable. If the wound is freely flusht and dried before clos- 
ing infection is not likely to take place. Finally one may 
follow the advice of Powell: Swab out the cavity thoroly 
with pure carbolic acid followed immediately with pure alco- 
hol and close completely with the application, firmly, of an 
antiseptic dressing. In nearly all cases there will be primary 
union—the walls agglutinating and thus obliterating the 
cavity. 

A. H. Tubby, in a recent number of the British Medical 
Journal in advocacy of the open method of treatment of 
spinal abscesses recommends the flushing of the cavity with 
sterilized water, followed by a solution of menthol as used 
by Robert Jones, the formula being: menthol, one drachm ; 
rectified spirit, one ounce; glycerine, eight ounces. This 
should, according to Tubby, be rubbed into the edges of the 
incision to prevent infection of skin and subcutaneous tissue. 
The method has proved most successful in my hands, and 
in the hands of some of my colleagues in the Hospital for 
Sick Children. All of my cases, (some twenty-five in num- 
ber), during the past year have been treated in this way, with 
very satisfactory results. If the bone lesion from which the 
abscess originated is still active and the tissue still being 
broken down, of course the abscess will recur, but the same 
operation may be repeated several times if, necessary, and in 
my experience, will ultimately succeed. Thus we never have 
at any time foul discharges about the patient, we have no 
continued dressing, and small risk of septic infection and 
aniyloid disease. 

In the course of treatment of the wall of the abscess, 
wherever possible the bony focus should be sought for, 
scraped, and any sequestra removed. It does not necessarily 
follow that because all the tuberculous wall is not removed 
that the operation will be a failure. We know the recuper- 


ative power of nature, and if we remove the bulk of the dis- 
eased tissue the phagocytic power of the leucocytes will clear 
up the balance. This should not deter one, however, from 
removing as much tuberculous material as possible. 

This plan of treatment is applicable in a general way to 
zbscesses in any location, but a word or two may be said 
about the treatment of special cases. 


SPECIAL REGIONS. 


In the cervical region abscesses should not be opened by 
way of the pharynx, unless urgent dyspnea is present, on 
account of the possibility of mixt infection. All lateral cer- 
vical abscesses should be opened in the posterior triangle im- 
mediately behind the sterno-mastoid. 

In the dorsal region above the eleventh vertebra, ab- 
scesses may be located in front of the spine, displacing the 
aorta and esophagus, or making pressure on the vagus or 
bronchi. These may rupture into the lungs or pleura or may 
work out between the ribs, or may pass down thru the dia- 
phragm. Those in front of the spine may be treated by ex- 
pectant plan if symptoms are not urgent, but if interference 
is necessary a portion of rib and transverse process must be 
excised, and the abscess evacuated in this way. 

Abscesses in the last dorsal or lumbar vertebra will follow 
the sheath of the psoas muscle and rupture the sheath just 
above or below Poupart’s ligament, filling the iliac fossa 
ana burrowing down into the thigh or up above the crest of 
the ilium into the lumbar region. The treatment should be 
by free incision, multiple if necessary, as far away from the 
groin as possible, with scraping of the wall, care being taken 
to avoid the posterior wall where the iliac vessels are situ- 
ate 1, afterwards swabbing with iodoform gauze. It may be 
necessary to make an opening in the lumbar region as well, 
to entirely evacuate the cavity. A strand of gauze can be 
carried between the two openings and the cavity thoroly 
cleaned in this way, afterwards closing both wounds. ; 


ANKYLOSIS AND CARIES DUE TO GONORRHEA.* 


By C. A. HAMANN, M. D., CLEVELAND, OHIO, 


Professor of Anatomy in Western Reserve University; Surgeon 
to Charity Hospital. 


Gonorrheal infection of the joints is quite common; 
and the various pathological conditions which result are of 
great importance—chiefly the effect of the local inflamma- 
tion. Of the permanent changes ankylosis is perhaps most 
conspicuous; Broadhurst mentioning a case where every 
jvint in the bodv became ankylosed. The union is usually 
fibrous, but there may be true bony ankylosis. 

One group of cases, the milder form, shows no change 
in the position of the limb and no contractures, but in two of 
the cases here reported, altho there was no deformity there 
was extensive destruction of the joint. 

In the other group of cases there are various displace- 
ments and muscular contractures; destruction of the joint 


3| surfaces may follow with resulting ankylosis, shortening and 


lameness. 
CASE REPORTS. 


CASE I.—Fibrous Ankylosis: This patient had gon- 
orrhea seven months before he came under my care, with in- 
fection of the hip-joint; as a result of which painful and 
fibrous ankylosis in the extended position of the limb de- 
velopt. There was little, if any motion of the joint, but 
there was a sort of springiness and the periarticular muscles 


*Abstract of paper read before the Academy of Medicine of 
Cleveland. 
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became contracted on attempting to move the joint. Under 
an anesthetic, and by using considerable force the adhesions 
were broken up, there was markt improvement but not com- 
plete restoration of function. 

CASE 11—Bony Ankylosis—Resection of Hip: This 
patient developt gonorrheal arthritis about one month after 
the urethral infection, the inflammation affecting the right 
hip only. He spent three months in bed with the thigh ab- 
ducted and flext; on first sitting up he could not walk, but 
four weeks later could do so without a cane. Operation was 
performed four weeks after onset of the gonorrhea, which 
still existed, as was shown by gonococci in the urethral dis- 
charge. There was markt obliquity of the pelvis; curving 
of the lumbar spine; thigh flext and abducted ; right buttock 
flattened ; gluteal crease oblique; base of right thigh broader 
than that of the left ; no atrophy of muscles ; distance between 
the right anterior supericr spinous process and the inner 
condyle 16% inches, left side 20 inches; trochanter major 
not below Nélaton’s line; this was determined at the opera- 
tion, but not distinctly felt previously, as it was deeply 
placed; foot was everted. The symptoms were those of an 
obturator dislocation, and it was so regarded at first. Under 
anesthesia the supposed dislocation could not be reduced, nor 
could any motion be obtained in the joint, the joint was 
therefore incised, and the head of the bone found firmly 
united by bone with the acetabulum. The neck of the femur 
was divided close to the trochanter, the bony surfaces mod- 
eled into close relation and the limb put up in extension; a 
plaster cast was employed later and a good result obtained ; 
the patient can walk with a cane, the hip is extended, and 
there is some shortening. As the patient has not been seen 
lately, it is unknown whether there is bony union or move- 
ment in the new joint. 


CASE III.—Granular Osteitis—Excision of Hip: This 
man contracted gonorrhea in June, 1903, and within a month 
had pain in the right hip, knee and ankle, pain being severe; 
contractures developt ; medication had no effect. The posi- 
tion of the limb was therefore corrected under anesthesia 
and a cast applied. In October there was thickening of 
right hip, eversion of limb and pain on pressure or motion, 
fever 101-102 for a time. The condition resembled either 
tuberculosis or a neoplasm. At the operation in November 
the head of the femur and acetabulum were found to be 
eroded from granular ostitis ; the. cartilage and ligamentum: 
teres were destroyed; there was no pus but granulation 
tissue, some partly organized, was found. The case ap- 
peared to be tubercular and was treated as such by excision 
of the joint and thoro curetting of the diseased tissue. The 
Case progresst very favorably ; the result is all that could be 
desired. The pathologic examination showed granulation 
tissie, but no evidences of tuberculosis, such as giant cells, 
etc., could be found ; no tubercle bacilli or other bacteria could 
be found in stained sections; and cultures were negative. 
Syphilis having been excluded and there being no evidence 
of tuberculosis, the process was concluded to be of gonor- 
theal origin. 


CASE IV.—Necrosis of Bone—Excision: The patient, 
41 years old, while suffering from gonorrhea began to have 
pain in left hip, knee and shoulder, two and one-half months 
before admission to the City Hospital. He had also some 
fever and sweating, and had lost weight rapidly for the pre- 
vious month. The usual treatment for gonorrheal rheuma- 
tism served merely to lessen the pain in the knee. Two 
months after admission the left hip was tender on pressure, 
and there was pain on attempted motion; the limb was ex- 
tended and there was no fever; the joint was visibly thick- 


ened and the condition resembled that of the last one. As 
there was no improvement the jcint was excised and the 
diseased tissue curetted away. No pus was found, but 
masses of granulaiicn tisste and semi-organized lymph occu- 
pied the joint ; the articular surfaces of the femur and acetab- 
ulum were eroded and the cartilages and ligamentum teres 
were partly destroyed. The wound healed by first intention. 
Bacteriological examination of the diseased tissue gave one 
culture (on ascites bouillon) of a diplococcus morphological- 
ly like the gonococcus and decolorizing by Gram’s method ; 
other cultures were negative. Pathologically irregular areas 
of necrosis were found on the articular surface of the femur, 
no pus was found. Microscopically no giant cells or other 
evidences of tuberculosis could be found. Sections stained 
for tubercle baccili and gonococci were negative. 

On one case excision of the wrist for gonorrheal arth- 
ritis was practist, the pathological condition being very like 
that found in these hip-cases ; with fairly satisfactory result. 


SURGICAL TREATMENT OF GOITER.* 


By Cas. H. Mayo, M. D., ROCHESTER, MINN. 
Surgeon to St. Mary’s Hospital. 


The remarkable results in the work of Kocher and 
others have done much to change opinion as to what should 
be done in goiter—Kocher’s one death in mere than 2,000 
thyroidectomies showing the harmlessness of operative treat- 
ment in competent hands. In this country unforunately op- 
eration is too often delayed too iong and statistics are not so 
favorable. 

In considering removal of the thyroid gland it should be 
remembered that it consisis of two lateral lobes and an isth- 
mus, each lobe about two inches long and pointed upward, 
the isthmus connecting the two across the trachea ; in nearly 
half the cases, tho, there is present a so-called “middle lobe,” 
extending from the isthmus toward the hyoid bone. The 
gland consists of a number of alveoli of small size and vari- 
ous shapes, covered by a delicate connective-tissue capsule 
just beneath which is the nervous plexus. The superior 
thyroid artery (from the external carotid) supplies the upper 
hern, anastomosing freely with the vessels of the opposite 
side and the inferior thyroid below, ligation of the latter 
often involving the recurrent laryngeal nerve. Sometimes a 
third vessel, the thyroidima, causes trouble; it is found in 
the isthmus, when present. The veins are important. They 
are the superior and lateral, emptying into the internal jugu- 
lar, and the very large inferior entering the innominate. 
They are greatly enlarged in goiter but usually are normally 
located. 


INDICATIONS FOR OPERATION. 


The vaious changes in the thyroid, aside from malig- 
nant, tubercular, syphilitic or hydatid diseases, are such as 
might be expected from its structure, namely, atrophy, hy- 
pertrophy, cysts, adenomas, fibroid or calcareous degeneration 
and parenchymatous enlargements. The more common form 
is the latter enlargement, which is the type of uniform tumor 
seen in young people. It appears at about the age of sexual 
activity, and is characterized by an increase in the size and 
contents of the alveoli. In these cases there is also an in- 
crease in the solid elements of the gland. This type of goiter 
frequently, and we may say usually, responds to medical 
treatment. In many instances the colloid material is so 


abundant and the alveoli so large in the long-standing par-. 


*Abstract of paper read before the Western Surgical and Gyne- 
cological Society. 
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enchymatous goiters that they are called colloid cystic goiters, 
and it often occurs that several of the various types may, be 
represented in one tumor. 

The conditions which have rendered operation impera- 
tive have usually been dyspnea, from compression of the 
trachea or its displacement, and from retrosternal enlarge- 
ments. Dysphonia and dysphagia have been important 
symptoms at times, and in many instances the weight and 
general nuisance of a large tumor as well as cosmetic rea- 
sons demand operation. 

Acute infections often demand surgical intervention. 
More recently the symptoms of Graves’ disease have placed 
exophthalmic goiter in this domain of surgery; whether 
properly or not is a matter still under discussion. 


MORTALITY. 


Riverdin, in an analysis of 3,408 cases, placed the mor- 
tality from total extirpation at 19 per cent; from partial ex- 
tirpation, at 3.5 per cent; from intraglandular enucleation at 
0.78 per cent; from resection, at 6.6 per cent. Such sta- 
tistics are but relative, however, as it is probable that the to- 
tal extirpations were demanded for serious conditions and 
the intraglandular enucleations were presumably for the en- 
capsulated adenomas. The deaths, when immediate, are 
from hemorrhage, air embolism, myocarditis, suffocation or 
the anesthetic. Later deaths are usually from pneumonia, 
from sepsis, tetany or myxedema. 


METHOD OF OPERATING. 


Of the various methods of attacking thyroid enlarge- 
ments, Mikulicz has developt the resection of a part of one 
or both lobes after ligating or compressing the arteries. 
Ostermayer crushes off a part of the gland and applies mass 
ligatures. Socin has developt the intraglandular enucleation. 
Kocher advanced the method of eventeration, or incision of 
cysts and shelling out their contents, and also the popularized 
common method of lateral extirpation in its capsule, dividing 
the isthmus and leaving a portion of the capsule at the side 
of the trachea to protect the recurrent laryngeal nerve, which 
he injured more. or less in 7 per cent of his first thousand 
cases. Paucet and Billroth made massive enucleation within 
the capsule. 

Cysts have been treated by puncture, injection and 
drainage, but are now usually enucleated. Injections of 
various solutions into goiters are generally considered nearly 
as dangerous as radical operative measures, and curiously 
enough are more employed by the internist than by the sur- 


geon, who always doubts the true position of the point of | 


an instrument as soon as it is out of sight. 

The displacement of a goiter by open incision, allow- 
ing it to granulate in the open wound, or exothyropexy, is 
seldom practist. Incision of the isthmus for tracheal com- 
pression is sometimes employed as a temporary measure, but 
as a rule the relief is slow to manifest itself and the symp- 
toms early recur. Ligation of three or four of the thyroid 
arteries is nearly as serious an operation as the removal of 
part of the gland. These cases seem to be exposed to all 
the risks, both primary and secondary, as if the gland were 
attackt directly. The removal of a part of the cervical sym- 
pathetic ganglion for the relief of exophthalmic goiter, as 
advocated by Edwards and popularized by Jonesco, has had 
a fair degree of success. It is barely possible that the de- 
struction of the lymphatic ducts efferent from the thyroid 
may account for some of the improvement noted. This 
theory will also explain the favorable reports following the 
exposure of exophthalmic goiter to the x-ray. 


‘tumor. 


have had a large number of parenchymatous goiters, which 
‘have been successfully treated, usually by some combined 
internal and external method. In the same period one hun- 
dred and ten patients have been subjected to operation for 
the relief of some type of thyroid tumor. Of these, thirty- 
four were for exophthalmic goiter, with six deaths. Two 
were for carcinoma of the thyroid, with one death on the 
third day from sudden collapsing of the trachea. The other, 
whose trachea was involved, required the permanent use of a 
long canula tracheal tube until death occurred fourteen 
months later. One case was a large lingual thyroid; two. 
cases presented enlargements of the pyramidal lobe only, and 
these tumors were apparently separate from the remainder 
of the gland. The other cases, in number seventy-one, with 
one death from pneumonia on the eighth day, presented the 
various types of adenoma and colloid cystic goiters. In two 
cases there were large areas of calcareous degeneration. One 
case was a large cyst with sixteen ounces of fluid, and ap- 
parently involved the entire gland. Two colloid cystic goi- 
ters were very large, one measuring twenty-two, the other 
nineteen inches across the tumor from one side of the neck 
to the other, and resting upon the sternum. In three cases 
the entire gland was apparently removed, but as this opera- 
tion was by the enucleation method we considered it probable 
that there was some active gland tissue within the capsule 
or an accessory gland present, as there were no symptoms 
developt which could be attributed to the loss of the gland. 


We prefer the Kocher collar-incision as giving the most 
exposure and causing the least scar. This incision crosses 
the gland in the line of the creases of the neck and extends 
on one or possibly both sides as far as the ‘posterior border 
of the sternomastoid muscle. In special cases more space 
is gained by splitting the lower flap in the center down to 
the upper border of the sternum. The sterno-hyoid and 
thyroid muscles can at times be retracted sufficiently to de- 
liver the tumor or portion of the gland to be removed; but 
if they add any difficulties to the operation we have no hesi- 
tation in cutting a part or all of them and reuniting them by 
suture during the later steps of the operation. There is of- 
ten some difficulty in determining which is the true capsule, 
and the incision can be deepened into the tumor until gland 
tissue or tumor tissue is exposed ; the hemorrhage is incon- 
siderable if the larger vessels are avoided. 


Inspection of the tumor after its free exposure will indi- 
cate the best method of procedure in the operative technic of 
its removal. If the capsule is thick and nearly the whole 
gland has disappeared into one rounded mass, we prefer the 
enucleation method of Socin, as in case of cysts they can be 
evacuated and the cyst’s wall removed, and if adenomas or 
large colloid cysts it is possible that enough gland material 
will be left to functionate should it be necessary to remove 
the whole mass. If, as is more often the case, the tumor on 
exposure retains the general normal contour of the gland, we 
extirpate one lobe, usually the right, after the method of 
Kocher. In case of retrosternal enlargements it is delivered 
with this lobe if possible. The veins leaving the true cap- 
sule laterally are divided and the upper horn dislocated suf- 
ficiently to double ligate the superior thyroid artery and vein. 
The tumor is further dislocated and freed from below with 
dry gauze dissection until the inferior thyroid artery and 
veins can be ligated. The isthmus is now crusht with large 
forceps and ligated or closed by sutures after severing the 
If there is any difficulty in raising the lobe from the 
trachea and region of the recurrent laryngeal nerve, the cap- 
sule is incised under the lateral border and allowed to remain, 


At St. Mary’s Hospital during the past fifteen years we 


the gland being cleansed from its surface. The wound is 
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now closed by a subcuticular suture, and usually free drain- 
age is employed by separate incision or by the vertical median 
incision above the sternum. 


Exophthalmic goiters are extirpated in the same man- 
ner, using greater care in avoiding undue force or com- 
pression of the gland in its removal. Our usual rule is to 
give a hypodermic injection of one-sixth to one-fourth grain 
of morphine about twenty minutes before operation, as it 
quiets the general nervousness and aids anesthesia. Unless 
there is extreme dyspnea or extremely markt exophthalmic 
symptoms we prefer the drop method of ether anesthesia. 
In such cases we employ the cutaneous injection of cocain. 
This method is also used if we lack confidence in the anes- 
thetist. 

AFTER-EFFECTS. 


The after-results have been perfect in colloid and adeno- 
matous goiters, with the exception of one case of permanent 
hoarseness, and a few with this feature lasting but a short 
time. In operating for malignant disease we found the usual 
rule to hold good, that the operations were delayed, difficult, 
palliation short and mortality high. 

The exophthalmic cases which recovered from the op- 
eration were all benefited within a period of three months; 
about 50 per cent became free from exophthalmic symptoms 
within from three to six months following the operation. 
In 25 per cent the improvement was continuous during a 
year. In 25 per cent the improvement was partial, the ex- 
ophthalmus being quite slow to disappear. None were made 
worse who lived, and those in whom death occurred were the 
most severe types of Graves’ disease, especially presenting 
tachycardia of from 130 to 150. 

Following the operations on the thyroid gland, a condi- 
tion of acute thyroidismn is probable during the first twenty- 
four to forty-eight hours. Toa great extent it depends on 
the amount of traumatism in the operation. This condition 
is more noticeable in the exophthalmic cases. It is usually 
accompanied with from one to four degrees of temperature. 


DIFFERENTIAL DIAGNOSIS BETWEEN LARGE OVAR- 
IAN TUMOR, AND PREGNANCY WITH RE- 
PORT OF CASE. 


By JoHn M. NEEL, M. D., BONHAM, TEXAS. 


In presenting this subject for consideration I am well 
aware that in most cases there is no question of the true con- 
dition, especially when any of the positive signs of pregnancy 
are present. 

This paper is intended to cover that class of cases which 
is seen late and the condition of the patient will not permit 
a diagnosis by exclusion. I was recently called in consulta- 
tion in a case which I will report at the conclusion of this 
paper where it was impossible to make an examination and 
diagnosis by exclusion. 

A large ovarian tumor presents more physicial signs of 
pregnancy than any other pathological condition. They both 
occupy the abdominal cavity and quite a number have been 
teported in which an error in diagnosis has been made, and 
Ovariotomy done when the case was one of pregnancy. Of 
course a mistake can only be made thru want of knowledge 
or carelessness and each is unpardonable. What we should 
do if possible when there is a doubt, is to wait until the 
end of the time of gestation, at which time it is easy to 
clear up the diagnosis. But in case one has a dead child, 
local peritonitis, or dropsy of the amnion, in constrast to a 


large multilocular or unilocular ovarian cyst, there is always 
a question. 

Menstruation is very frequently, but not always inter- 
fered with. While one ovary is affected the other may be 
normal. And so far as the ovaries influence menstruation, 
there is no change, and the uterine function goes on in the 
usual way. There is pain in the affected ovary, usually dur- 
ing the regular period. If inflammation of the cyst, or local- 
ized peritonitis, occurs there will be more or less consti- 
tutional symptoms, such as fever, rigors, deranged digestion, 
loss of flesh, etc.; and sometimes eve more distressing 
symptoms such as nausea and vomiting, difficulty of breath- 
ing, weight and dragging down of the abdominal muscles, 
which usually confines the woman to her bed. 

Aspiration of the tumor and microscopical examination 
of the contents-is recommended by some text books, but I 
doubt the wisdom of aspiration for fear of peritonitis. Ex- 
ploratory laparotomy, done by a competent surgeon, is in my 
judgment far better. 

Ectopic pregnancy sometimes presents physical signs 
which cannot be distinguisht from the symptoms of ovarian 
tumor. Some have opened the abdomen to make a diagno- 
sis. 

In summing up the principle differences between normal 
pregnancy and large ovarian cyst, we get the following:. 


.IN PREGNANCY. 


Fluctuation—is not very distinct. 
Menstruation—is arrested. 
Ballottement gives—impulse of fetus. 
Fetal heart sounds—distinct. 
Development—has developt in nine months. 
Vaginal touch detects—softening and apparent shorten- 
ing of the cervix and enlargement of the uterus. 


IN TUMOR. 


Fluctuation—is very distinct. 

Menstruation—is not arrested. 

Ballottement gives—no result. 

Fetal heart sounds—none. 

Development—in from nine months to three years.’ 

Vaginal touch detects—there is no change in this re- 
spect and uterus is displaced behind cyst. 


REPORT OF CASE. 


On September 24, 1903, Mrs. W. visited my office and 
complained of a tumor in the abdomen of six months’ stand- 
ing. On examination I diagnosed cystic tumor of right 
ovary, and advised immediate removal. But after consul- 
tation with husband and friends they decided to wait. I 
never heard from her until December 21. I saw her in con- 
sultation with Dr. W., who insisted on waiting and would 
not listen to any arguments or be guided by positive signs or 
symptoms. He simply said, pregnancy. So we decided to 
wait another month. 

She had noticed this tumor some time in March, but as 
she was regular in her periods and it did not inconvenience 
her, she waited for signs of pregnancy to appear until I 
saw her as stated above. At this time the uterus was empty 
and movable, the tumor could be well outlined, very few 
adhesions. At this time she was able to do her housework 
and was perfectly comfortable with the exception of_a slight 
bladder trouble. 

When I saw her in December the symptoms were great- 
ly augmented. The abdomem was very much enlarged, 
pulse rapid and weak, temperature 99 to 100, no appetite 
and could sleep but very little, at times severe pain and 
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symptoms of prostration. There were no fetal heart sounds 
and fluctuation could be freely felt. The woman was com- 
pelled to sit up in bed as she was suffering from difficulty 
of breathing, for which reason we could not sound the uterus 
at that time. 

With all the array of symptoms in favor of ovarian 
tumor, and only one, that of abdominal enlargement in favor 
of pregnancy, Dr. W., the family physician insisted on wait- 
ing until the end of the time of gestation, which we did. 
So on January 13, 1904, I visited patient in consultation 
with Drs. C. & B. At this time about ten months had elapst 
since she first noticed the enlargement, and she was in a very 
critical condition. Pulse 120 to 130, temperature 100 to 102, 
respiration 30 to 40 according to the intensity of the pain, 
which she now had constantly. The tumor was so large that 
it filled the abdominal cavity and the uterus was retroverted 
and held down firmly by pressure. One of the doctors 
agreed with my diagnosis and the other with Dr. W. We 
called the husband and father and each gave his diagnosis. 
They readily accepted the operation as she was rapidly 
growing worse. After two days constitutional treatment 
I operated on her January 15, 1904, and removed a very 
large ovarian cystic tumor, the probable weight of which 
was 25 or 30 pounds. The patient made a speedy and com- 
plete recovery in about three weeks. 


APPENDECTOMY.—REPORT OF SEVEN DEATHS FOL- 
LOWING OPERATIVE MEASURES FOR APPENDI- 
CITIS, OUT OF 121 OPERATIONS. 


By J. E. Encstap, M. D., GRAND Forks, N. D. 


Current medical literautre gives almost too much space 
to the various methods of operation, and treatment of appen- 
dicitis of only the successful cases. Rarely have I read any 
tabulated statement of the deaths following operative meas- 
ures. It is thru opposition that we improve in science and 
make advancement in life; the very fact of resistance stimu- 
lates our combative natures into action, which otherwise 
would lie almost dormant within us. Loss of life after an 
operation should only stimulate us to endeavor to perform 
the same operation better next time, and thus obtain better 
results. At times the life of the patient hangs, so to speak, 
on a thread, and the slightest mistake on our part, such as 
unnecessary or excessive loss of blood or what is possibly 
even worse—long continued chloroform narcosis, from slow 
work of the surgeon—means a misfortune instead of a suc- 
cess. 

The time occupied for an uncomplicated operation for 
the removal of a suppurating appendix ought not to take 
over fifteen to twenty minutes. When the surgeon consumes 
two or three hours in finding the offending organ, no matter 
how it is glued down by exudative material, the operator is 
wasting time. “Time is money,” is a terse saying in the 
commercial world; and when I say “time is life” in a surgi- 
cal term is not misapplied. 

Why did so many of my cases have a fatal ending? 
This question I will try to answer after I have related my 
deaths. 

Death from Acute Sepsis——The first death was that of a 
young lady at Stephen, Minn., where I was called in consul- 
tation by Dr. Taylor. The usual lump was found in the 
right side as well as other symptoms, confirming the attend- 
ing physician’s diagnosis of suppurative appendicitis. Un- 
der chloroform an incision was made over the tumor, and a 
large pus cavity was opened. I searcht for the appendix, 


but not having the experience I now have, did not find it, 
The cavity was drained with gauze. The patient did well 
until the third day when she said that she could not live and 
after making provisions for her funeral, she passt away, 
Her mind was bright to the last. There were no symptoms 
of shock after the operation and the patient did well until 
the fatal third day. Before the operation she had stated that 
she would not live more than a few days after its perform- 
ance. Was the death from psychological causes, or was it 
due to metastatic abscesses, as suggested to me by Dr, 
Hunter McGuire? Her temperature was normal until the last, 
but this is now recognized to be quite common in acute sepsis 
following appendectomy. 

Death from Shock.—My second death followed a sec- 
ondary operation for the purpose of closing a large rupture 
in the colon in a case of suppurative appendicitis, which had 
been opened and drained. The fistula was large and I con- 
sumed over an hour in closing the three perforations in the 
colon. The superior one was near the upper part of the as- 
cending colon. The patient did'not rally from the opera- 
tion, and died a few hours after from shock. Unfortunately 
my experience then was not what it is at present; for with 
my present knowledge I would not have operated, but would 
have left the case to heal by granulation. 

Death from Rupture——The next case was referred to 
me by Dr. Nilson, of Fertile. The patient was brought to 
Grand Forks on a cot, placed in the baggage car, and while 
the train turned a sharp curve the cot was upset, and the 
patient fell to the floor, the violence of the fall causing the 
pus sac to rupture into the peritoneal cavity, and when he ar- 
rived at St. Luke’s Hospital, he was in a state of collapse. 
An incision was made and the cavity was draincd. He did 
not rally but died a few hours after his arrival at the hospital. 
In this case the transportation of the patient was a mistake. 
If the operation had been performed at Fertile, it is reason- 
able to suppose that it would have been successful. But cir- 
cumstances which we could not remedy necessitated his re- 
moval to the hospital. 

Death from Collapse-—The fourth case was brought to 
the hospital from Twin Valley. The patient was in a state 
of collapse, and without anesthesia, an opening was made in 
the almost perforated skin, and about a gallon of pus drained 
from the abdominal cavity. This man lived the life of a her- 
mit and to attract attention he had hoisted a red flag, when 
on discovery he was at once taken to the hospital. A rather 
romantic incident is attacht to this case; the man left con- 
siderable property, but to date no heirs have been found and 
the estate escheated to the state of Minnesota. This was a 
hopeless case when brought to the hospital. 

Death from Embolism.—Fatal case No. 5 was a boy 
about twelve years old who was referred to me by Dr. Healy, 
of Michigan City. <A large swelling was discovered on the 
right side, extending over the median line towards the left 
side. A large pus cavity was found and about a pint of pus. 
evacuated. The inflammation was of about a month’s dura- 
tion. The little patient stood the operation well, and seemed 
to be making a rapid and uncomplicated recovery, when on 
the fourth day he suddenly became paralyzed on the left 
side of the body, septic meningitis followed and the young 
sufferer passt away about ten hours after the septic embolus 
had entered the circulation. 

Death from Pulmonary Congestion.—A powerful Nor- 
wegian was operated upon for a very large suppurating ap- 
pendix. ‘The remains of the appendix were removed and 
cavity drained with gauze. Recovery promist to be unevent- 
ful and rapid, when one night he opened the window near his 
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head, after the sister had turned down the light for the night. 
He thought the temperature of his room was too high and his 
intention was to open the window for only a moment, but 
unfortunately he fell asleep and in about an hour, when the 
night nurse went her rounds, she found the window wide 
open and the patient asleep, exposed to and chilled by a 
temperature of thirty degrees below zero; this case died from 


"pulmonary congestion within 36 hours. 


Death from Uremia.— Mr. Halliday, brother of Dr. Hal- 
liday, of Reynolds, of this state, was operated upon for gan- 
grenous appendix, about five days after the attack. The suf- 
ferer was a powerfully built man of excellent habits, and 
with this in his favor I agreed with the other physicians 
who were called in to see the case that an operation was 
justifiable at that date. Moderate circumscribed appendici- 
tis. A large ruptured appendix was removed, and the cavity 
drained. The infection was so intense that the peritoneal 
tissues in the immediate surroundings were necrotic and cov- 
ered with a white exudate or deposit. The patient did not 
take the anesthetic well, and the shock was considerable. 
Nephritis appeared as a complication with almost total sup- 
pression of urine, followed by uremia and death on the 
fourth day after the operation. 


CONCLUSIONS. 


In case No. 1 the operation was justifiable ; the cause of 
death was either psychological, or a low form of septicemia. 

In case No. 2 I tried to accomplish too much; it was one 
of my first cases, and I erred in my judgment. 

In case No. 3 the cause of death was rupture of the pus 
sac. It emphasizes the danger incident to the moving of 
patients where there is large pus accumulation. 

The cause of death in case No. 4 was delayed operative 
procedure. 

The fatal result in case No. 5 was septic emboli; and it 
was unavoidable. 

Case No. 6. Pneumonia. In this case the patient was 
the cause of the fatal termination by its own acts. 

Case No. 7. The cause of death was uremia. The 
anesthetic used was chiefly chloroform. 


DECIDUOMA MALIGNUM. CHORION EPITHELIOMA.* 


By A. F. A. K1nc, A.M., M.D., WASHINGTON, D. C. 


Professor of Obstetrics and Diseases of Women in Georgetown 
University. 


Not many years ago most of us regarded hydatidiform 
mole (hydatidiform pregnancy) ‘as a benign and compara- 
tively harmless growth. We knew that it was liable to re- 
turn, even without a second impregnation—when some of the 
diseased chorial villi had been unintentionally left in the 
uterus; and the older text books taught that this led to the 
“erroneous supposition” that the growth was malignant. Re- 
cent investigation, however, has amply demonstrated that 
in a certain proportion of cases a rapidly fatal form of uter- 
ine cancer can and does occur as the result of hydatidiform 
degeneration of the chorial villi. It seems, indeed, that a 
woman is not entirely safe from resulting malignant disease, 
tho she may have been apparently well for six months, or 
even one, two or three years, after the discharge of a hydat- 
idiform mole. 

It is of this modern, and certainly most serious, aspect 
of hydatidiform pregnancy that I wish to speak. While the 
recognition of these diseases is a somewhat new departure, 


*Read before the Medical Society of the District of Columbia 
February 3, 1904. 


it may be noted that Saenger, of Leipsig, described two 
rapidly fatal cases of sarcoma of the decidua serotina as far 
back as 1888; and the cases described by Chiari in 1877, of 
“malignant neoplasms following parturition,” were probably 
of the same character. It is, however, only during the last 
few years—certainly well within the last decade, that a suf- 
ficient number of cases have been recorded and studied to 
produce that definite knowledge of the subject which we now 
possess; and this knowledge even’ to-day is somewhat in- 
definite and unsettled. : 


PATHOLOGY. 


There are two malignant growths, having a distinctly 
different origin—the one being fetal, the other maternal— 
which require consideration. These are, Ist, chorionepithe- 
lioma, developing from the epithelial cells of the chorial villi, 
therefore a fetal growth; and, 2nd, deciduoma malignum, 
developing from the cells of the decidua, therefore a 
maternal growth. The synonyms are _ chorio-epithelioma 
malignum; chorioma; deciduomatous sarcoma; blastoma ; 
sarcoma deciduo-cellulare ; deciduo-chorioncellulare ; syncy- 
tium carcinoma; syneptio malignum; deciduo-sarcoma ; syn- 
cytioma malignum ; syncytial cancer ; sarcoma chorii; infec- 
tious hemorrhagic sarcoma; blastoma  chorio-deciduo-cel- 
lulare ; sarcoma uteri deciduo-cellulare. 

Furthermore, it is generally admitted that the maternal 
growth (deciduoma malignum) develops into a sarcoma, 
and the fetal growth (chorion-epithelioma) into a carcino- 
ma. However, at a recent discussion of this subject before 
the Obstetrical Society of London, Dr. Teacker, of Glasgow, 
maintained that they were neither true sarcomata nor car- 
cinomata, but should be considered as a distinct class sui 
generis. This view, I believe, is not generally concurred in. 

Another interesting feature of these growths is that they 
do not, like the ordinary forms of uterine cancer, occur, 
for the most part, late in life, but come on most frequently 
between 20 and 30 years of age. No case is on record out- 
side of the parturient age. 

And again, unlike the forms of cancer with which we’ 
have so long been familiar, these do not begin in the cervix, 
but usually in the body and fundus of the uterus, where the 
placenta is likely to be situated. This last is of great practical 
importance, for the absence of any physical signs of cancer 
in the cervix might possibly result in the disease, higher up, 
being overlookt. 

Still another striking characteristic of these growths is 
the frequency and early occurrence of metastases. Ordinary 
cancer usually extends by contiguous infiltration thru lym- 
phatic channels from the uterus to adjoining organs. But 
in the growths we are now considering the diseased cells, o1 
actual fragments of diseased chorial villi, penetrate the blood 
vessels, break off and float away to distant organs, thus 
producing secondary growths in the lungs, vagina, liver, 
pancreas, pleura, kidneys, spleen, heart, diaphragm, ribs, 
pericardium and brain. Growths in the vagina have been 
observed while none could be discovered in the uterus ; and, 
very curiously, and certainly contrary to all precedent, cases 
have been reported in which, after metastatic growths had 
appeared in the lungs, the patients recovered. Metastases in 
the lungs are so cortamon that cough, bloody expectoration, 
or hemoptysis, “may be regarded as prevalent and important 
symptoms.” (Ladinski.) 

Finally, a still more curious phenomenon must be noted, 
viz.: that tumors of an exactly similar structure to chorion- 
epithelioma and deciduoma malignum have been discovered 
in the male, and also in women without any previous history 
of pregnancy. While these would at first sight seem to be 
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impossible and inexplicable, they are really not so; but can 
be accounted for by supposing the morbid structures to have 
belonged to an included and fertilized ovum—a real twin 
brother of the individual in whom they are found. Cases 
occurring in the male have been seen in the mediastinum and 
in the testes. 

I have said that these greidiis occur especially after 
hydatidiform pregnancies. It must be stated, however, that 
they are also met with after normal labor, after abortion, and 
even after extra-uterine pregnancy. 

In the 210 cases of hydatidiform mole, recently collected 
by Dr. Findley, about 16 per cent of the deaths resulted 
from malignant disease. And it is generally admitted at the 
present time that, of all the cases of deciduoma malignum 
and chorionepithelioma malignum thus far reported, 45 per 
cent (nearly half) had a previous history of hydatidiform 
pregnancy. Thus, the hydatidiform mole, while not in itself 
necessarily malignant, is by no means the benign affair it 
was formally supposed to be; and when it does give rise to 
cancer, the malignant growth once establisht runs a very 
rapid course to a fatal termination, ending in from three to 
six months, unless treated early by radical methods ; and this 
result seems to obtain in both forms of the disease, alike in 
the maternal form—deciduoma malignum—and in the fetal 
growth—chorionepithelioma malignum. 

DIAGNOSIS. 

Early diagnosis is of the first importance. The usual 
symptoms are recurrent hemorrhages, and a dirty and more 
or less foul watery discharge coming on some days, weeks or 
months after labor, abortion, or the discharge of a hydatidi- 
form mole. The recurring hemorrhages increase in severity 
and soon lead to anemia and a cachectic appearance. The 
uterus is enlarged and soft, and the os patulous. In the de- 
scriptions I have read, pain is not mentioned as a prominent 
symptom, tho some pelvic pain may be present. 

On exploring the uterine cavity, the finger discovers one 
or many projecting masses of soft, friable tissue that may 
be easily broken down and extracted. Some of these may 
be necrotic with a foul odor. Similar masses are often found 
in the vaginal wall, especially in the anterior vaginal wall, 
as the result of metastases. On being opened these growths 
are found to contain the same sort of material as the masses 
in the uterus. It should not be forgotten that metastases 
occur early, and that these growths may occur in the vaginal 
wall, even without any evidence of disease in the uterus. 
Occasionally a nodule may be discovered in the labium. 

Portions of retained ova or secundines, such as we meet 
with after ordinary abortion or labor, will present the same 
symptoms of hemorrhage and foul discharge as I have just 
mentioned as belonging to these malignant neoplasms. How 
shall we distinguish between the two sets of cases? Very 
easily. In the non-malignant cases, after labor the cavity of 
the uterus remains normally empty. In these malignant cases, 
on the contrary, the growth not only returns, but returns 
with extraordinary rapidity, so that after the uterus has been 
completely emptied with the curet it fills up again, even 
within a few days or weeks. Marchand reports a case in 
which, after curetting, the uterine cavity was. again com- 
pletely filled with the morbid growth five days after the op- 
eration. This rapid recurrence after curetment—tho not al- 
ways as pronounced as in Marchand’s case—is very different 
from the complete cure that usually follows the removal of 
remnants of an ordinary abortion, &c. 

It is, however, to the expert microscopist—to one who 
is thoroly familiar with the normal histology of the decidual 
and chorionic structures, and with their morbid prolifera- 


tions and degenerations—that we must appeal for a positive 
diagnosis in doubtful cases. It does not seem to matter very 
much, except as a point of scientific interest, whether any 
particular case be a decidual, or a chorionic growth, inas- 
much as the symptoms, prognosis and treatment are about 
alike in both. 

In deciduoma malignum, the malignant growth origin- 
ates in the interglandular connective tissue, and develops into 
sarcoma. In it (I quote from Dorland’s Modern Obstet- 
rics, p. 231), “there are found peculiar characteristic cells 
of large size, containing nuclei, these cells bearing some like- 
ness to the giant cells of myeloid sarcoma but also closely re- 
sembling the true decidual cells of Friedlaender. These 
cells are of divers shapes, and occur singly, in groups or 
in fused masses with large, deeply-staining nuclei.” 

In chorion-epithelioma, which is of more frequent oc- 
currence than the decidual growth, and develops into carcin- 
oma, the microscope reveals cells derived from and identical 
with the cells of Langham, normally covering the chorial 
villi (being of epiblastic derivation) ; and, in addition, there 
are found masses of sycytium—simply nucleated protoplasm 
—identical with the outer syncytial coverine of the chorion, 
superimposed over Langhan’s cells. Normally the layer of 
Langhan disappears after the third month of pregnancy, 
leaving the chorial villi covered only by the syncvtium. 

In chorion-epithelioma, Langhan’s cells and masses of 
syncytium are intermingled, acenetienes one predominating, 
and sometimes the other. 

Since hydatidiform smnieettlints of the chorial villi it- 
self only occurs once in 2,000 or 3,000 pregnancies (Hirst’s 
Obstetrics, p. 113), and since only a minority of these result 
in malignant disease, our interest in the subject necessarily 
diminishes from this infrequency of occurrence. Most of us 
perhaps have never seen a case either of deciduoma malig- 
num or of chorion-epithelioma malignum. I have seen none. 
Possibly some cases may have been passt over without their 
true nature having been recognized. Dr. Ladinski remarks: 
“There is not the least doubt that these cases have occurred 
much more frequently than the records show, and that they 
have been entirely overlookt or have been designated by some 
other name.” Hirst tells us that Gaylord collected 55 re- 
ported cases and Veit 89.* 

Recent literature contains a number of cases, rather 
bearing out Ladinski’s assertion that many cases of hyda- 
tidiform mole, “false conception,” etc., are really of malig- 
nant character, thus explaining many otherwise unexplain- 
able deaths from apparently simple causes. 

In Dr. Ladinski’s elaborate paper (American Journal of 
Obstetrics, July, 1902,) I have found a report of twelve 
cases which illustrate the danger of malignant disease after 
hydatidiform mole, which is the main fact I desired to ac- 
centuate. His list contains other cases of a similar kind, and 
yet others which were not associated with vesicular moles. 
It is now two years since Ladinski’s paper was read before 
the New York Academy of Medicine, and he was able at 
that time to append 123 bibliographical references bearing 
upon this subject, most of them being of comparatively re- 
cent date, and comprising both European and American 
authors. Those who desire, therefore, to find a complete 
resume of the world’s knowledge upon this subject, up to 
two years ago, connot do better than consult this excellent 


production of Dr. Ladinski. 


*In one series of 128 cases in which the nature of preg- 
nancy was recorded, 51 followed hydatidiform mole, 42 fol- 
lowed abortion, 28 labor at full term, 4 occurred after prema- 
ture labor and 3 after tubal pregnancy.—Ladinski. 
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PROSTATECTOMY. 


By W. G. Younc, M.D., GRAND RAPIDs, MICH. 
Visiting Surgeon to Butterworth and U. B. A. Hospitals. 


This operation is performed to rid a man of the habitual 
use of the catheter and the inconvenience and danger coinci- 
dent; for no person can continue in the daily use of the 
catheter without running great risk of infection. 

These patients come to us when they are past middle 
age. Usually they have been strong, robust men who have, 
by reason of their diligence and economy, secured a compe- 
tence to enable them to enjoy their declining years in com- 
fort were it not for their prostate. They are deprived of 
sleep, suffer greatly from pain, and see no hope of relief 
from their trouble except in death. 

The history we obtain from these cases is usually as 
follows: Urinary retention after undue exposure, sickness, 
injury, etc., that calls for temporary catheterization. This 
condition comes on more often, lasts longer, and is more 
stubborn in yielding, each time it appears. Then some phy- 
sician teaches him to use the catheter, which, after a shorter 
or longer period, is followed by infection, sepsis and death. 

I will only speak of perineal prostatectomy because I be- 
lieve it is a more feasible route than the suprapubic, and also 
because suprapubic prostatectomy is practically the same as 
suprapubic cystotomy together with the removal of a part of 
the prostate. Considering the amount of suffering occa- 
sioned by the enlarged prostate, the danger of sepsis, the 
relief from these by operation, I believe we are justified in 
advising operation. The mortality is not high. 

In performing this operation, a large incision is needed, 
because it is hard to work in the dark. A steel sound is 
introduced into the bladder; a crescent-shaped incision is 
made, reaching from one tuberosity of the ischium to the 
other. Upon reaching the gland, a sharp retractor is used 
to make traction upon one lobe ; the capsule is incised and the 
gland is treated in the same way, care being taken not to ap- 
proach the median line portion too closely. This is done to 
avoid hemorrhage as much as possible. One finger is next 
introduced behind each lobe. This will roll the gland out- 
ward, and the anterior attachment is cut away. A gauze 
pad controls the bleeding. Then the bladder is explored 
with the finger. If a stone is present it is removed. 

A rubber tube, with numerous perforations, is intro- 
duced thru the wound into the bladder and sutured into the 
angle of the wound. The deeper portion of the wound is 
tamponed with sterile gauze, a few stitches taken to replace 
the flap; but this is not closed tightly on account of oozing 


‘that will take place, and which must have an opening for its 


escape. 

The after-treatment consists in daily irrigation of the 
bladder with saturated boric acid solution. The gauze is 
withdrawn about the third day and the tube about the tenth 
day, and a soft rubber catheter introduced thru the urethra 
into the bladder. 

Patients are allowed to sit up after the fifth day. The 
wound closes by granulation. 

Their general health improves because a constant source 
of septic infection has been removed. 


CASES. ' 


I will relate the history of three of my most interesting 
cases: J. G., Aet. 65 years. Prostate as large as a man’s 
fist. Has used a catheter for ten years; has been in bed 
for six months on account of sepsis produced by catheter in- 
fection. He was removed to hospital. I operated thru the 


perineum. His septic symptoms began improving on the 
third day. He urinated thru the urethra on the thirteenth 
day ; made an uninterrupted recovery; and left the hospital 
in less than one month after operation. This is the third 
year since operation, and he has had no trouble to urinate 
since leaving hospital. 


P. N., Aet. 71 years, has used a catheter for about two 


years. No catheter infection. No cystitis. Prostate as large 
as an orange. Prostatectomy thru perineum. No shock. 
Patient allowed to sit up on the fifth day. Urinated thru 
urethra after the tenth day. Left hospital in three weeks. 
He came to my office about two months after leaving hos- 
pital. I found him suffering from an acute attack of gon- 
orrhea, which ran a very stubborn course. 

H. J., Aet. 60 years, has been obliged to use a cathe- 
ter for seven years. The last year has been obliged to resort 
to it every hour. Two years prior to visiting me he had both 
testes removed, hoping this would cure him. Then he was 
examined with the cystoscope by two different surgeons, 
who thought he might have a stone in the bladder; but none 
was found. I removed his prostate and found a phosphatic 
urinary calculus about 1 by 1% inches in size. He reacted 
normally after operation; sat in a chair after the fifth day, 
and urinated naturally after the tenth day. About three 
weeks after operation, while walking about the room, he ex- 
perienced some pain in his chest, cought a few times, and 
died several hours afterward. The attending physician as- 
cribed his death to pulmonary embolism. 


RESULTS. 


I believe this operation gives better results than Bot- 
tini’s and the mortality is not much higher. 

I have had forty-one cases. 

Two died. 

One has a perineal fistula thru which a portion of the 
urine escapes. 

Thirty-eight have been cured and are able to empty their 
bladders without a catheter. 


THE MORNING DROP.”’ 
By Gso. A. GILBERT, M D., DANBURY, CONN. 


Tho the term “morning drop” is not a familiar one to 
many of the readers of genito-urinary text-books, yet it is 
one often heard coming from the lips of the blase man about 
town, who, when he makes use of the term, means to say that 
he is cured of his late gonorrheal attack, were it not for a 
drop or two of pus which can be expresst by manipulation 
from the mouth of the urethra every morning upon arising, 
before the act of urinating. The term is so expressive in its 
application that there would seem to be no good reason for 
not urging its more general acceptance. 

Many patients, recently married or about to be married, 
fail to observe this last remaining vestige of their trouble, 
and, believing themselves free from infectious material and 
therefore free to fulfill the marriage contract, convey to the 
previously healthy and innocent young wife a mass of dis- 
ease-germs which serve as the fertile source of untold future 
mental and physical suffering, not the least pernicious of 
which is sterility. The fact that so much serious evil has 
resulted from these indiscreet marriages, which usually have 
taken place after the physician has pronounced his patient 
cured, is an unflattering commentary on the progress of 
modern therapeutics—at least, so far as it relates to this ob- 
noxious disorder. 


So long as the general practitioner continues to recog- 
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nize the mucous surface as the only nidus in which the 


-gonococci develop, and treatment-systems are based upon 


such recognition, just so long will the true nidus (the sub- 
mucous tissues) continue to harbor germs, some of which 
make their appearance externally, after a night’s repose, in 
the form of the purulent “morning drop.” 

It is an encouraging sign to note, however, that genito- 
urinary specialists are directing the.attention of the profes- 
ion to the necessity of employing in the injectional treat- 
ment some bactercidal agent possesst of such osmotic proper- 
ties that it will, when applied locally, penetrate the tissues 
of the genito-urinary tract, and destroy the bacteria in situ, 
without injuring the affected tissues. Bichloride of mercury 
was first tried for this purpose, but it was soon found that 
solutions sufficiently strong to kill the micro-organisms were 
equally destructive to the urethral mucous membrane. The 
same objection may be urged against all germicides of an 
acid character, which coagulate the bacterial envelope in- 
stead of dissolving it. 

Thru the discovery of an alkaline germicide, in the form 
of the hypobromochlorite of lime, or chloro-bromon, the 
profession has recently been put into possession of an agent 
which renders it possible to obtain the desired results. As 
the osmotic power of this agent is high, it penetrates the 
membrane readily, and, upon reaching the acid debris of the 
mucous follicles and their contained gonococci, it is at once 
decomposed into its constituent elements, chlorine, bromine 
and oxygen, which are thus liberated at the point where their 
bactericidal action is most needed. Owing to the alkalinity 
of the solution, no chemical reaction can of course take place 
with the living animal tissue, which is also alkaline. Its 
effect is necessarily expended in reaction with any dead 
animal (acid) tissue present, and the dissolution of the vege- 
tal germs and their products. 

The penetrative properties of this great agent, its power 
to destroy absolutely the cocci in the remote gland crypts, 
with no irritant action whatever upon the tissues themselves, 
has been demonstrated in a manner that leaves no doubt, in 
my mind, of its practical utility in the class of cases con- 
sidered. 

As an illustration of this fact, I will cite here the clini- 
cal reports of two or three cases, which are recognized as 
offering a crucial test of the therapeutic excellence of the 
anti-gonorrheal remedy, to-wit: 

CASE I.—P. F., mechanic, unmarried, aet. 25, residing 
in an adjoining town, came to the office for treatment, No- 
vember 22, 1903. He had contracted a gonorrhea two years 
before, for which he had been treated in the routine manner, 
with only partially successful results. He considered him- 
self in a condition which rendered it unsafe for him to fulfill 
a matrimonial engagement, which had already been post- 
poned once or twice. With the exception of a frequent de- 
sire to urinate and a slight burning sensation remaining for 
a minute or so after completing the act, the patient’s only 
symptom was a gluing together of the lips of the meatus 
every morning upon arising, and the appearance of a drop 
of pus when the lips were separated and expression made 
with the fingers. There was no local tenderness, no strict- 
ure (as shown by the introduction of the sound), and no 
evidence of any discharge thruout the day. It was a good 
example of the “morning drop.” Mr. F. was instructed to 
present himself at the office on the following morning before 
urinating, in order that the sticky condition of the meatus 
and the so-called “drop” might be seen. A specimen of the 
latter was easily obtained and prepared for the cover-glass, 
and when properly stained was showed to contain the 


spherical coccus of Neisser in considerable numbers. An 
anti-gonorrheal mixture was then furnisht the patient for 
injectional use, and careful directions given as to its method 
of employment. The latter were faithfully followed out 


until December 3, (eleven days), with no improvement, - 


Feeling satisfied that the ordinary astringent and antiseptic 
solutions had been given a sufficient trial in this case, and 
that the seat of disturbance was beyond their reach in the 
sub mucous tissue, I determined to test the virtue of a germi- 
cidal agent of whose osmotic power I had heard very favor- 
able reports. For this reason, a I to 5 sqlution of chloro- 
bromon was employed as an injection twice daily, care be- 
ing observed to distend the urethra and retain the injection 
for a few minutes in order to insure thoro absorption. On 
December 16 (less than two weeks after beginning the treat- 
ment) the patient was seen and stated that he considered 
himself cured. For several days, the “‘morning drop” had 
failed to make its appearance and no further trouble was ex- 
perienced in urinating. The case was then lost sight of, 
until February 15, when Mr. F. called to receive assurance 
that the long deferred marriage act might be safely con- 
summated. To determine beyond doubt the absolutely 
sterile condition of the urethra, the first ounce of the morning 
urine was obtained, and, on careful sedimentation and ex- 
amination was found to contain only the healthy mucous 
corpuscles of the glands. 


CASE II.—Mr. D., accountant, aged 30, presented him- 
self for treatment of an acute gonorrhea ten days after ex- 
posure. He was treated in, the usual manner, and at the end 
of three weeks was discharged, presumably cured. Two 
months later, he returned with the statement that, tho there 
was no scalding of the urine nor any evidence of discharge 
during the day, yet he was not entirely rid of a stickiness of 
the mouth of the urethra every morning, when, before urin- 
ating, a drop or two of thin yellowish matter could be 
squeezed out. It was obviously another case of the “morn- 
ing drop.” Like the case already described, this man had 
never been entirely cured, nor would be until the germs were 
attackt in their stronghold underneath the mucous mem- 
brane. With this last named object in view, the same bac- 
tericidal agent was injected as in the previous instance, with 
the same precautions observed as to the mode of procedure. 
At the end of ten days, the patient reported that no further 
signs of his morning trouble could be detected, and he felt 
that he was “all right.” To make certain on this point, the 
urethral secretions obtained by manipulation were injected 
into the eye of a cat, and found to be non-infectious. 


CASE III.—Tho the following is not an instance of 
the “morning drop,” the case is reported here to demonstrate 
the therapeutic value of the an anti-gonorrheal agent which 
possesses the power to penetrate the mucous membrane and 
exert its bactericidal properties upon the germs in situ, with 
no deleterious influence upon the healthy animal tissue. 5. 
H., business man, unmarried, aged 40, suffering from his 
first attack of gonorrhea, appeared at the office March 20, 
1904. The inflammation, swelling and scalding were acute, 
and the discharge profuse. For certain reasons a cure was 
urgently desired within two weeks. Before leaving the of- 
fice the patient was given an injection of warm watter, fol- 
lowed by another of a 1 to 10 solution of chloro-bromo, 
fully distending the urethra and retaining it for five minutes. 
Instructions were given to repeat the process at bed-time 
and after each act of urination during the following day 
and the day after. On March 23, after two days of this 
treatment, the discharge had almost entirely ceast and much 
less purulent. The swelling of the lips of the meatus was 
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barely noticeable, and but little discomfort was had upon 
urinating. The rapid subsidence of the inflammation was 
remarkable. 

The following three days, the injection was reduced to 
twice daily—morning and night; at the end of this time the 
patient reported that all signs of his trouble had disappeared. 
Tho no external signs of inflammation could be detected, and 
examination revealed no evidence of pus, instructions were 
given to continue for a week with one daily injection—upon 
retiring at night. On April 2, twelve days after beginning 
the treatment, the sterile condition of the urethra was shown 
as in Case II, and the patient was discharged cured. 


Cancer of Male Breast. 


Dr. E. A. Balloch, assistant professor of surgery in Howard 
University, of Washington, believes cancer of the male breast to 
be more frequent than generally believed. In American Medi- 
cine he reports this case: H.M., negro, aged sixty-six, a farmer 
by occupation, was admitted to the Freedmen’s Hospital, Oct. 13, 
suffering from a growth in the right breast. He is a robust, 
well-nourisht man, whose family and past history have no bear- 
ing on the present condition. He stated that three years ago the 
right arm became sore and painful and that soon after the right 
breast began to enlarge and has since steadily increast in size. 
When the enlargement was first noticed there was a discharge of 
a milky fluid from the breast, which, however, did not last long 
There has never been any hemorrhage. No history of trauma 
could be elicited. There have been occasional attacks of lancin- 
ating pain and the breast has been painful when handled, es 
pecially the region about the nipple. The patient is a man in 
vigorous health, all the vital organs being in normal condition. 
Both breasts were prominent. In the right mamma was a 
spherical, easily defined growth 7 cm. in diameter. Two-thirds 
of the mass was hard and unyielding, but in the outer portion 
was a softened area, 2 cm. in diameter, containing fluid and sug: 
gesting the presence of acyst. The nipple was retracted and pain- 
ful to pressure. The mass moved freely on the pectoral muscles. 
Axillary glands not palpable, owing to excess of fat. The growth 
was removed Oct. 17, 1902, by the Meyer-Halstead operation, and 
the patient made a perfect recovery. Up to the present there 
have been no signs of recurrence, locally, in the viscera, or in the 
spine. Macroscopically the growth is a grayish mass, with an 
apparent capsule. Running downward from the nipple and 
thence outward to the right is a hemorrhagic area, which com- 
municates with the soft portion of the growth which was felt on 
palpation. This soft area contained dark fluid blood and some 
clots, as if a vessel had been opened by the extension of the 
growth and had caused hemorrhage. The report of the miscro- 
scopic examination (by Dr. Neil D. Graham) is as follows: Un- 
der the microscope a section of the tissue reveals an alveolar ar- 
Tangement of large, spheroidal cells, epithelial in character, which 
are irregular in shape and size. As a rule, no basement mem- 
brane is visible, but here and there cross-sections of acini may 
be seen, in which the epithelium has proliferated until the lumen 
is surrounded by several layers of cells. The surrounding con- 
nective tissue is somewhat dense and contains blood vessels. 


_ Diagnosis: carcinoma. 


Operation for Gastric Ulcer. 


Ten years ago I was ridiculed for reading a paper before the 
Eastern Iowa Medical Society advocating operation in every case 
of gastric ulcer which gives any distressing symptoms—so badly, 
in fact, that the address was not publisht. Now advocates of the 
operation are to be found everywhere. One of the most enthusi- 
astic is Dr. Van Buren Knott, of Sioux City, Ia., who submits 
(Journal of American Medical Association) the following con- 
clusions: 1. Perigastric adhesions as sequelae of chronic ulcer 
of the stomach are not uncommon. 2. Their existence should 


be suspected and even positively diagnosed more frequently than 


has been the case. 3. In many such cases the relief afforded 
by the operation is absolute, and may be secured in no other 
Manner. 4. The operation is often an extremely simple one. 
5. If the adhesion involves surfaces so extensive that its re- 
currence must be inevitable, relief may be best secured by a 
gastro-enterostomy allowing the adhesions to remain. 6. The 
use of omental grafts or Cargile membrane is of value in pre- 
venting the readhesion of the separated surfaces. 
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EDITORIAL NOTES. 


Patent Medicine Laws. 
Why do not doctors call attention of their W. C. T. U. 
patrons to the terrible growth of the alcohol habit thru the use 
of patent medicines? The Massachusetts State analyst reports 
the following percentages of alcohol (by volume): 
Lydia Pinkham’s Vegetable Compound 
Paine’s Celery Compound 
Dr. Williams’ Vegetable Jaundice Bitters 
Whiskol, “a non-intoxicating stimulant” 
Ayer’s Sarsaparilla 
Thayer’s Compound Extract of Sarsaparilla 


Vinol, Wine of Cod Liver Ou:l 

Dr. Peters’ Kuriko 

Carter’s Physical Extract 

Hooker’s Wigwam Tonic 

Hoofiand’s German Tonic 

Howe’s Arabian Tonic, “not a rum drink” 

Parker’s Tonic, “purely vegetable” 

Schenck’s Seaweed Tonic, “entirely harmless” 

Boker’s Stomach Bitters 

Burdock Blood Bitters 

Greene’s Nervura 

Hartshorn’s Bitters 

Hoofland’s German Bitters, “entireiy vegetable 

Hostetter’s Stomach Bitters 

Kaufman’s Sulphur Bitters, “contains no alcohol” (as a 
matter of fact it contains 20.5 per cent alcohol and ' 
no sulphur) 

Puritana 

Richardson’s Concent.ated Sherry Wine Bitters 

Warner’s Safe Tonic Bitters . 
The mere publication of this list should secure the influence 

of every doctor toward the passage of a law compelling the print- 

ing of the formula of every secret remedy upon wrapper and 

label. 


State Medical Journals. 


The extraordinary success of the Journal of the American 
Medical Association has tempted a number of States to indulge 
in the experiment of publishing an official “State medical journal” 
—in the hope that the expense of printing the transactions may 
be transferred from the members to the medical advertisers. 
Thus far these State journals have not succeeded in securing the 
expected support—chiefly because they have followed the exam- 
ple of the Pennsylvania Medical Journal in excluding those which 
would pay the best, and because they have caused manufacturers 
of proprietary articles to feel that these journals are rather un- 
friendly than otherwise to such remedies. It is folly to expect 
that medical advertisers will pay good money for space in jour- 
nals which openly or even covertly attack the very articles ad- 
vertised. They should follow—if they wish to succeed financially 
—the example of the Journal of the American Medical Associa- 
tion; concerning which the Kansas City Medical Index-Lancet 
says: “It has been and shall continue to be the policy of the 
Index-Lancet to refrain from the discussion of things personal in 
its editorial columns, since we believe this space should be given 
over to scientific subjects. But the tenor of an article in the 
Lancet-Clinic, as well as the opinion expresst, are both of such 


2 
| 
| 
| 
“woo — 
5 
Ent 
ake 
; 


208 AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


vital importance in the matter of independent medical thought 
in the United States, that we think it excusable to step aside 
from the custom and say a word in condemnation of a monopoly 
even in medical journalism. Dr. J. C. Culbertson, editor and 
publisher of the Cincinnati Lancet-Clinic, has written well, and 
his vast experience and ability to observe gives his opinion 
weight. There is no doubt but that the official organ of a scien- 
tific body that acknowledges no superior in the world should con- 
fine its efforts to matters purely scientific, leaving the advertising 
to independent journals, because it is a well known fact that the 
local journals more completely cover the territory in which they 
circulate than it would be possible for a journal of such general 
circulation as the Journal of the American Medical Association 
to do. As stated by Dr. Culbertson, the murmurs have been 
heard for some time and are getting more numerous and louder, 
which is proper. Combinations along some lines may be all very 
well, but to curtail the privilege to disseminate literature is 
against public policy. Again, it seems hardly possible that a 
highly scientific medical journal would find it necessary to send 
out emissaries to solicit subscribers, giving greatly reduced rates 
as an inducement to subscribe. Yet this is being done annually, 
much to the detriment of the independent journals that do not 
have a national medical association back of them. A medical 
journal, like a newspaper, generally reflects the educational char- 
acteristics of its subscribers. If its subscribers ask for a scien- 
tific journal, it will necessarily have to be forthcoming. This is, 
of course, taking for granted that there is no opposing force dom- 
inating the tenor of the journal. We have a precedent thoroly 
demonstrating this fact, as instanced in the California State Medi- 
cal Journal. When the profession of that State recently de- 
manded that the editorial columns of the State Journal be con- 
fined to subjects strictly scientific, the change was at once made, 
and there is no reason to doubt but that the same changes could 
be made in the Journal, only on a larger scale. On the whole, 
we think it is eminently fitting that this subject should be freely 
discusst, not merely because the present methods of the Journal 
of the American Medical Association are throttling the inde- 
pendent journals, but to save the association from descending to 
a commercial basis, to the neglect of scientific medicine.” It 
seems to be the object of the clique which “runs” the Journal 
of the American Medical Association to establish as many State 
journals as possible, in the hope of crushing out most of the in- 
dependent local journals; and to a certain extent the plan is 
succeeding; the Kansas State Medical Journal, for example, hav- 
ing absorbed the Western Medical Journal of Fort Scott and the 
Wichita Medical Journal. But advertisers will not “stand for” 
such a plan; already a number of the most prominent ones have 
reacht an agreement to not patronize any such journals after the 
end of 1904. Then what will happen? 


Medical Future of America. 

Professor M. Benedick, of Vienna, writing to the Canadian 
Journal of Medicine and Surgery, promising to attend the World’s 
Congress on Tuberculosis, to be held at the St. Louis Exposition 
this autumn, says: “In general, I am of opinion that trom the 
United States will come a complete renaissance of modern so- 
cial life. You have profited by all the traditions of European 
nations, and you do not suffer from the drawbacks of these tradi- 
tions which weigh so heavily on European evolution. In your 
whole life, and therefore in your institutions, individual intellect 
and energy of will have ample scope for plenty of evolution. The 
multitude of representative parliaments afford opportunity for all 
sorts of social improvements and of legal reforms without being 
hampered by the fatal social organizations of different classes, 
as on the old continent. The rich evolution of individualism has 
created in America a highly interesting species of gentlemen. In 
Europe every progress is an outcome of the “schools.” You have 
an original species of men, whom I should name the problemists. 
From their work great results are to be anticipated.” 


The New York State Journal. 

Whether or not the “official organ” is to be continued in the 
State of New York after the consolidation of the State medical 
societies, seems to be agitating the managers of that journal. In 
the current issue, the editors says: “The question as to whether 
or not the present publication of the Association should be con- 


tinued by the amalgamated society after January 1 is at present | 


a frequent topic of conversation in medical circles. Those fa- 
voring the continuance urge the necessity of a journal as a 
medium of intercommunication between the officers and mem- 
bers, otherwise unobtainable, and call attention to the stimulat- 


ing effect that the regular publication of their work in their own 
journal has upon the component county associations; to the 
benefit which might be derived in time to out-of-town members 
from the establishing of a circulating library, based on the books 
received for review; to the necessity of the control by medica! 
‘organizations of medical advertising pages; and that in com- 
‘mon fairness, as the work of the profession is the foundation of 
‘medical journalism, the profit derived from such sources should 
be used for the benefit of the members of the profession. The 
claim is also made in favor of the continuance of the publication 
of the Directory by the State body, that in addition to its value 
as a work of reference it is necessary as an aid in obtaining 
data for the prosecution of illegal practicers, and that its publica- 
tion has an uplifting tendency on the members of the profession, 
placing, as it does, within the reach of every one interested. for in- 
spection, the professional history of legally registered physicians, 
‘While, on the other hand, those objecting to the continuance of 
these publications, put forward the argument of the extra labor 
and expense involved in editing and publishing them. But these 
objections seem to have little or no weight, when carefully con- 
sidered. For an active participation in the affairs of an organi- 
zation by its members, especially if it involves some sacrifice of 
personal comfort and welfare, eventually results in the great 
good to both the individual and the organization, tending to make 
‘the one altruistic and the other strong, by reason of the loyalty 
and devotion of its members. The experience of those in charge 
of the publications of the Association, during the past few years, 
serves to show that with the enlarged membership of the amalga- 
mated society, and the resulting increase in the circulation of 
,the publications, that the income derived from the sale to non- 
‘members and from legitimate advertising would prove not only 
sufficient to cover the expense involved in the work, but would 
‘soon become a source of decided revenue to the society. The 
value of an organization to its members must ultimately be 
‘judged by what it does for them, for has it not been written ‘that 
‘by their works ye shall know them.’?” Well—so far as “fruits” 
‘are concerned, candor compels me to say that the principal gar- 


Brown’s Cross Roads” gets from seeing his name in the oficial 
journal from time to time (at the expense of the medical adver- 
tisers, please note), in company with those of some more or less 
distinguisht metropolitan specialist. 


What Such “Journals” Are. 

The New York State Medical Journal may be taken as the 
.type of this latest phase of medical journalism; it being the best 
of all thus far publisht. The June number contains two pages 
of editorial matter—the one just quoted and some others of inter- 


.| est to members of the society, not the profession generally, (with 


one exception). Next comes a mass of correspondence about 
“house of delegates,” etc.; then two pages of names of papers 
and authors (the New York men who are to read essays at ‘he 
American Medical Association;) then five pages of matter con- 
cerning societies in affiliation with the State society—made up 
chiefly of the names of members who did things, like this: 
“Kings’ County Association.—The regular meeting of this asso- 
ciation was held at 315 Washington street, Tuesday, May i0, at 
8:30 p. m. The president in the chair and thirty-five members 
present. Dr. Charles Dwight Napier presented a patient (boy 
aged 7) with syringo-myelia; discussion by Drs. Brush, Ingalls 
‘and Gildersleeve. This was followed by a paper entitled “Com- 
‘parative Progress of Medicine and Law,” by the Hon. W. W. 
Goodrich. It was discusst by Drs. Sheppard, Sherwell, Baker, 
Ingalls and McGoldrick. In order not to conflict with the meet- 
ing of the American Medical Association at Atlantic City, the 
association voted to hold no meeting in June.—F. C. Raynor, Sec- 
retary.” Gee! but that’s interesting! And then it’s SO instruc- 
tive!! Following this “hot stuff” are several pages of “news,” 
one of book reviews and finally the original articles—and very 
excellent ones, too. It is all very nice for the local men; but it 
does seem to the veteran journalist a little too much personal 
notoriety and not enough science, if one be looking to the future 
good of the entire profession, rather than the egotism of the 
members of the State society. . 


Hot Shot For Simmons. 

Somebody wrote an editorial in the Journal of the American 
Medical Association, antagonistic to the American Congress of 
Tuberculosis to be held in St. Louis during the later days of the 
Fair. This has awakened Dr. F. E. Daniel, editor of the Texas 


Medical Journal, who writes: “The movement has the sanction 


den products seem to be the satisfaction “Dr. John Jones of 
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and earnest support and co-operation of the general government, 
and the Department of States has invited, thru our ambassadors 
and consuls, representation from all foreign countries. Many 
have responded, naming as delegates their most distinguisht 
medical men. The French Congress on Tuberculosis, of which 
Professor Brouardel is president, has deferred its meeting to 1905 
in order to avoid conflict with the St. Louis meeting, and that its 
members may unite with us at St. Louis. Notwithstanding all 


-this, certain medical men have bitterly attackt the movement 


upon the ground that it was not inaugurated by medical men 
alone, and certain others because they were left out or kickt qut; 
put most surprising of all, the editor of the Journal of American 
Medical Association, in a lengthy editorial, condemns and criti- 
cises the movement in a manner at once unfair, unjust and alto- 
gether unbecoming the great journal of which he has control. 
What prompted him to say * * * ‘those who are working in 
pehalf of the organization known as the Lewis-Brown Congress 
are animated by pure motives’—thus conveying the impression by 
inference that he thinks that those working in the interest of 
what he contemptuously calls the ‘so-called’ and the ‘Clark-Bell’ 
Congress, are not actuated by pure motives? He thus impugns 
the motives and asperses the character of some of the most 
respected and distinguisht sanitarians, lay and medical, in Ameri- 
ca. Why ‘so-called?’ Is it not an accomplisht fact? A Congress 
which he himself says has ‘the serious and earnest endorsement 
of the United States government,’ and to which already there 
have been appointed as delegates some of the most distinguisht 
medical men of the world? Dr. Simmons says that ‘we are 
neither ready nor is the time opportune for an International Con- 
gress.’ When it is recalled that, according to the United States 
census, 111,000 persons in the registration districts alone in the 
United States died in 1900 from consumption, it seems to me 
that we are ‘ready,’ or should be, if ever, to at least make an at- 
tempt at preventing its ravages; and when we recall the success 
with which sanitary science has dealt with other diseases—the 
mortality of which is insignificant compared with that of the 
great white plague—we should be encouraged to hope that it can 
also be rendered less prevalent and less fatal. Is there a single 
reason why an organized effort should not be made to do so? 
Could a more opportune time occur than during the great world’s 
gathering at St. Louis this year, when ‘congresses’ will consti- 
tute a large part of the program? Dr. Simmons is captious. He 
cavils at the action taken by the Medico-Legal Society in in- 
augurating this great movement for sanitary reform, and appears 
to be envious or chagrined because it was not done by the medi- 
cal profession. Why did not the great American Medical Asso- 
ciation move in the matter? Why did not the American Public 
Health Association do so? I dare say in either event Dr. Sim- 
mons would have found nothing to complain of—notwithstanding 
the American Public Health Association is not composed solely 
of physicians, but, like the Congress of Tuberculosis, is made up 


’ of sanitarians from every department of science and learning, 


as it should be. It embraces physicians, lawyers, statesmen, leg- 
islators, engineers, educators. The problem to be solved is not a 
medical one, but is medico-legal, and requires that there should 
be influences invoked that can secure the necessary legislation to 
make effective the reform that is necessary to even partly solve 
it; and Dr. Simmons well knows with what want of success all 
attempts at legislation made by the medical profession have 
met. In the problem of preventing consumption is embraced 
every feature of sanitary science, drainage, plumbing, archilect- 
ure, engineering, ventilation, heating, occupation, environment. 
Even the killing of rats, flies, mosquitoes and fleas comes within 
the province of preventive medicine—sanitary science—and it em- 
braces also all the principles of hygiene. Thus it will be seen 
that many of the features are not within the province of the medi- 
cal practitioner. In my deliberate opinion, Dr. Simmons has not 
voiced the sentiments of those whom the great Journal of the 
American Medical Association represents, and he has laid him- 
self open to just censure for thus condemning this great move- 
Ment, apparently for the reason—and only reason—that it was 
not instituted by the American Medical Association! At any 
rate, no such flimsy objections can for a moment arrest the pro- 
gress of the movement. It is as futile as the Pope’s bull against 
the comet. The International Congress on Tuberculosis is a 
Success: it will be held—will be largely attended by able and 
Tepresentative men, and it will be productive of great good, if in 
no other way than by awakening the people to a realizing sense 
of the terrible losses our people are needlessly suffering every 
day from a disease easily preventible, and clearly within the 
Scope of sanitary science and legislation. 


On Substitution—Sample Bottles—And Things. 

Some time ago my good friend, Charles Roome Parmele, 
made the suggestion that every journal should carry a line at the 
foot of every advertising page, reading: “Physicians should see 
that druggists dispense the remedy ordered”—or words to that 
effiect; and a lot of journals have followed his suggestion. Now, 
this looks nicely at first glance; but what effect will it have on 
the much-howled-about “substitution?” To a man with spectacles, 
it looks as if it would have none. That there is a pernicious 
practice of substituting on the part of some druggists cannot be 
denied: suits of Antikamnia Chemical Co. now. pending against 
some very prominent people will prove that—as did also the 
suits of Battle & Co. some years ago. But I doubt if the “evil” 
is as widespread as Mr. Parmele and others directly interested 
would have us believe; there are thousands of honest men en- 
gaged in the drug business who would never think of substituting 
an inferior article for one prescribed. And these thousands of 
druggists are going to resent the insinuation that they are dis- 
‘honest. Can Mr. Parmele blame them? If in advertising 
Arsenauro and Mercauro he puts at the bottom of his adv.: “Doc- 
tors will please see that disreputable druggists do not dispense 
some cheaper and poorer remedy than mine and charge full price 
just the same’”—or words which imply that—can he blame the 
average honorable druggist for resenting his imputation? And 
are not Mr. Parmele and the journals who are following his sug- 
gestion doing wrong in trying to widen the breach between doc- 
tor and druggist, already too wide? Of course Mr. Parmele looks 
at the question from the standpoint of the injured producer; I 
look at it from the other side of the counter! Mr. Parmele was 
an advertising agent (and a “hustler,” too,) before he went into 
the Mercauro and Arsenauro business—and that perhaps makes 


him a little more suspicious and a little more exacting than he 


-would have been under other conditions; he doesn’t see the in- 
side workings of the druggists’ and the doctors’ minds. On the 
other hand, I spent some ten years of my life in a drug store and 
some six or eight as a teacher in a college of pharmacy; in all of 
that experience, I never knew of but one prescription being filled 
by “substitution” (i. e., without the doctor’s consent—the drug 
specified being not in stock), and I know that in college work all 
of my confreres as well as myself, year after year denounced 
‘substitution and taught our students—future druggists—to be 
just as upright and honest as if they were going to be engaged in 
any other legitimate business: manufacturing proprietary arti- 
cles, for instance. I am happy to know that many of these men 
have, in the years since I quit pharmacy and “ran to surgery,” 
developt into successful but honest and conscientious druggists. 
In the name of my former associates and students, I, for one, 
feel like resenting the implied accusation of dishonesty. To be 
sure there are plenty of druggists who do “substitute”—as well as 
sell whiskey, prescribe for clap, dispose of abortion-producers, 
cater to the morphine fiends, etec—men as distasteful to their 
honorable competitors as they are to Mr. Parmele or myself. 
There are dishonest men, skallewags, in every profession—even 
the ministry of God sometimes includes a villain or two. But to 
tell the truth—and Mr. Parmele has been intimately associated 
with doctors so long that be ought to know this—physicians, as a 
class, are more given to “substituting” than are druggists; that 
is, the great aggregate of the medical profession of this country, 
the men who dispense their own drugs. Roughly estimating, I 
should say that considerably more thar one-half of the physicians 
of the United States dispense their own remedies; and virtually 
at their own expense. Men who practice in small towns where 
“office consultations” are 50 cents, usually add 10 or 15 cents 
(chiefly in accordance with the size of bottle or number of pills 
‘or capsules given out); sometimes as much as 25 or 50 cents, if 
the remedy used is unusually expensive. Now, to these men the 
item of first cost is a matter of great import. Such a man goes 
to State medical society and carries away enough “samples” to 
far more than pay the cost of the trip; for, months afterward, he 
“digs up” a bottle of Borolyptol and gives it to a patient with a 
sore mouth—that’s a good-sized bottle and means 25 cents to the 
frugal doctor; or a cystitis case gets a sample bottle of Sanmetto 
(with the label rubbed off—trust the careful doctor for that) and 
another 20 cents is added to the bank account. These are the 
men who in childhood learned that 


“Little drops of water, 
Little grains of sand, 
Make the mighty ocean 
And the pleasant land’— 


and they proceed, grain by grain, sample bottle by sample bottle, 
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to accumulate their wealth. Now, if one of these men be “hard 
up” financially—as, alas, so many are at the outset of their 
career, especially in rural districts of the West and South—and 
somebody tells him that a mixture of bicarbonate of soda and 
acetanilid is “just as good” as Antikamnia at one-tenth the cost, 
that fellow, nine times out of ten, will “substitute;” if the patient 
dies he goes back to Antikamnia, cursing his luck and the fellow 
who lead him into the way of transgression; if the patient lives 
he will try it again, and thus the “substitution habit” be ac- 
quired. Later on, when he has risen to the dignity of owning a 
country drug store, he finds that Fakir, Workem & Co. of Detroit 
put out an exact imitation of Gude’s Pepto-Mangan with the same 
kind of bottle, wrapper, etc., and he lays in a supply with his 
own name printed on the wrapper, and if a patient of some rival 
doctor comes in to buy a bottle of Pepto-Mangan “which the doc- 
tor said I could get and take as before,’ he will probably sell her 
the one “just as good at half the price.” Now Mr. Parmele and 
the journals may preach all they please at the foot of their pages 
and it won’t do a bit of good to these men. The other class of 
men, those who live in larger places and write prescriptions, may 
as a rule be depended upon to see that they do get exactly what 
they order, and that without any suggestion at the foot of every 
page. Really, isn’t the protest about “substituting druggists” 
being carried just a little too far? All of which is said with the 
highest regard for Mr. Parmele and best wishes for the success 
of his excellent remedies. May they never be substituted! 


MINOR NOTES. 


“Pp, & S.” Class.—The graduating class of the St. Louis Col- 
lege of Physicians and Surgeons this year numbered forty-six. 


Baylor University—The medical department of Baylor Uni- 
versity, at Dallas, Tex., had a graduating class of fourteen this 
year. 


University Medical College—The University Medical Col- 
lege of Kansas City graduated a class of sixty-seven students 
this year. 


St. Louis University—The Beaumont-Sims Medical College, 
Medical Department of St. Louis University, had seventy-three 
graduates last month. 


A New Bellevue.—Bellevue Hospital, New York City, is to 
be rebuilt at a cost of $11,000,000. It is designed to be the 
greatest hospital on earth. 


Indianapolis Graduates.—Central College of Physicians and 
Surgeons had a class of twenty graduates this year and the Medi- 
cal College of Indiana 82. 


Dr. Mitchell Dead.—Dr. Giles S. Mitchell, for many years 
Professor of Gynecology in the Cincinnati College of Medicine 
and Surgery, died recently. 


Ft. Worth University —The medical department of Ft. Worth 
University had nine graduates this year, including one lady, who 
delivered the class valedictory. 


Barnes Graduates.—Barnes Medical College (hereafter to be 
known as the medical department of Barnes University), of St. 
Louis, had 112 graduates this spring. 


President Niles.—Dr. H. D. Niles, a progressive surgeon of 
Salt Lake City, was elected president of the Rocky Mountain 
Medical Association at its last meeting. 


President Quiné.—Dr. Wm. E. Quine, of the Medical Depart- 
ment of the University of Illinois, has been elected president of 
the Illinois State Medical Society for 1905. 


A Surgeon President.—Dr. E. N. Liell, of Jacksonville, Fla., 
a surgeon of much note in the South, was elected president of 
the Florida State Medical Society last month. 


Professor Stone.—Dr. Herbert E. Stone, of Clarksburg, W. 
‘Va., has been elected a professor of didactic surgery in the Ee- 
lectic Medical Institute of Cincinnati. 


An Enormous Sarcoma.—Dr. W. W. Keen, of Philadelphia, 


reports to Journal of the American Medical Association the re- 
moval of a sarcoma of the neck weighing seven pounds! 


President Harris——Dr. W. John Harris, a prominent surgeon 
of St. Louis, was elected president of the Missouri State Homeo- 
pathic Medical Society last month—an honor well deserved. 


President Patrick—At the Memphis meeting of the Missis- 
sippi Valley Medical Association, Dr. Hugh T. Patrick, of Chi- 
cago, was elected president for 1905—a good man in a good place, 


A New Medical School.—The Dearborn Medical College, of 
Chicago, opened its door last autumn to 175 students—which 
may be regarded as a pretty good enrollment for a new school, 


Vice-President Mitchell—Dr. H. C. Mitchell, of Carbondale, 
who is one of the most prominent surgeons of Southern Illinois, 
has been elected vice-president of the Illinois State Medical So- 
ciety. 


Runyan Promoted.—Dr. J. P. Runyan, of Little Rock, who 
has done such good work as secretary of the Arkansas State 
Medical Society, was elected President at the Texarkana meeting 
in May. 


Professor Lorenz.—This famous Vienna surgeon received the 
degree of LL. D. from Jefferson Medical College, of Philadelphia, 
May 27. He will attend the Atlantic City meeting of the Amer- 
ican Medical Association. 


President Jackson.—That progressive young surgeon, Dr, 
Jabez N. Jackson, Professor of Surgery in the University Medical 
College of Kansas City, was elected president of the Missouri 
State Medical Society at the St. Louis meeting May 19. 


Tri-State Medical Society——Every reputable doctor of Iowa, 
Illinois and Missouri is invited to attend the meeting of the Tri- 
State Medical Society, in St. Louis, June 15, 16 and 17. It will 
be a good meeting, from a scientific standpoint at least. 


Smudge.—Clinical Reporter very correctly philosophizes 
thus: The doctor who is ready with an ill-word for every pro- 
fessional brother, and who belittles the work of his confreres on 
each and every occasion, has the smudge-that-won’t-come-off. 


New St. Luke’s—The new building of St. Luke’s Hospital, 
St. Louis, is now completed. It is one of the most perfectly ar- 
ranged and equipt hospitals in America; and its beautiful 
“nurses’ home” is a modei. Dr. Harvey G. Mudd is surgeon-in- 
chief. 


Dr. Bartholow Dead.—Dr. Roberts Bartholow, for many years 
a prominent teucher of Cincinnati and Pliladelphia, died May 10. 
He was author of a number of noted books, his chief reputation, 
however, resting upon his “Materia Medica,’ remembered of 
every student. 


Mississippi Valley Medical Association.—The thirteenth an- 
nual meeting of the Mississippi Valley Medical Association will 
be held at Cincinnati, Ohio, October 11, 12 and 13, 1904. Dr. B. 
Merrill Rickets has been elected chairman of the committee on 
arrangements. 


A Worthy Editor Honored.—Dr. F. E. Daniel, Editor of the 
Texas Medical Journal, who has so earnestly wrought for the 
good of the medical profession of his State, has been elected 
president of the Texas State Medical Society. The society will 
meet in Houston next year. 


International Railway Surgeons.—A joint meeting of the In- 
ternational Association of Railway Surgeons, and of the Ameri- 
can Academy of Railway Surgeons, was held in the Northwestern 
University building (the old Tremont House), southeast corner 
of Lake and Dearborn streets, Chicago, June 1, 2 and 38, 1904. 


Another Gain for Women.—The University of Munich is re- 
ported to have been opened to women students on the same 
basis as men. The gymnasium course and certificate are re- 
quired of those who are recognized as regular students; those 
not having these requirements are admitted merely as “hearers.” 


The Keokuk School.—‘There’s somethin’ doin’” up in Keo 
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kuk even yet. At the sixty-third annual commencement of the 
Keokuk College of Physicians and Surgeons, held April 19, there 
were forty-five graduates. Dr. W. B. La Force, of Ottumwa, 
president of the Tri-State Medical Society, delivered the annual 
address. 


Canadian Doctors’ Incomes.—Physicians in Canada seem to 
be better paid than in the United States. The Canada Lancet is 
authority for the statement that the average income of the doc- 
tors in Ontario does not fall below $2,000 a year. This would 
give a total of $7,000,000 for the 3,500 doctors of Ontario. On an 
average it may also be assumed that doctors give at least 10 per 
cent. of their time to charity work. This would represent about 
$700,000 as the contribution of the doctors of Ontario towards 
the general public good. 


Revoke License for Drunkenness.—Western Medical Review. 
complains that in the city of Lincoln there is a prominent physi- 
cian who has a large practice, but who is so profoundly drunk 
most of the time as to be a menace to his patient and a danger to 
the community; and says “the remedy does not lie with the med- 
ical profession, for it has no powers to decide who shall practice 
medicine and who shall not.” In which statement the Review is 
wrong. In most States the medical practice law distinctly states 
that any physician’s license shall be revoked for habitual drunk- 
enness. If the Nebraska statutes are defective in this particular 
they can easily be amended, and should be. 


Plague in California——That this country is not yet free from 
the danger of an epidemic of bubonic plague is shown by this 
item in the April issue of the California State Journal of Medi- 
cine: “Plague Case No. 118, occurring in an Italian housewife, 
has been bacteriologically confirmed, according to the report to 
the P. H. & M. H. Service, by Dr. Rupert Blue. The report for 
the previous week confirms the diagnosis in cases 115, 116 and 
117; respectively the daughter, father and mother of an Italian 
family. In the case of the father, the disease was of the pneu- 
monic form. Up to the time of going to press, case 118 is the 
last recorded.” 


Medical Staff of the World’s Fair.—Dr. A. O. Wall, Jr., has 
just been added to the medical staff of the Exposition by Medical 
Director Dr. L. H. Laidley. The medical staff of the Exposition 
now comprises the following doctors: Director Laidley and 
Drs. J. G. Moore, Luther Walbridge, M. E. Sheets and A. O. Wall, 
Jr. Dr. Sheets and Dr. Wall are resident in the hospital. Dr. 
Moore is principal assistant Dr. Walbridge is the visiting physi- 
cian. The medical staff has been occupying the new emergency 
hospital for some time. Arrangements are now being made to 
uniform the hospital corps as well as the physicians. The physi- 
cians will wear white duck coats and trousers, the coat buttoned 
close up to the chin. 


LITERARY NOTES. 


New Editors. 

The Texas Courier-Record of Medicine, which, in its twenty 
years of growth has had so many vicissitudes, has a couple of 
new editors: Drs. H. C. and Kent V. Kibbie. The first issue 
under the new management promises well for the future. 


\ 


The Daily Medical Gone. 
The daily Medical, which was so well advertised and pusht, 


has ceast to exist. It was well edited, too; so one must conclude 
that, as this was the third medical daily to start, anil to die, in 
the United States, there is no great demand for suck a publica- 
tion. 


The Treatment of Fractures. 

The Treatment of Fractures: With Notes Upon a Few Com- 
mon Dislocations. By Charles L. Scudder, M. D., Surgeon to the 
Massachusetts General Hospital. Fourth edition, thoroly revised, 
Octavo volume of 534 pages, with nearly 700 
original illustrations. Philadelphia, New York, London: W. B. 
Saunders & Co., 1903. Polisht buckram, $5 net; sheep or half 
Morocco, $6 net. Four large editions of this work in less than 
four years testify to its value. The book is intended to serve 
as a guide to the practitioner and student in the treatment of 
fractures of bones. The student sees the actual conditions as 
they exist in fractured bones, and is encouraged to determine 


for himself how to meet the conditions found in each individual 
case. Methods of treatment are described in minute detail, and 
the reader is not only told, but is shown how to apply apparatus, 
for as far as possible, all the details are illustrated. This elabor- 
ate and complete series of illustrations constitutes a feature of 
the book. There are 688 of them, all from new and original draw- 
ings and reproduced in the highest style of art. Several chap- 
ters of special importance are those on “Gunshot Fractures of 
Bone,” “The Roentgen Rays and Its Relation to Fractures,” “The 
Employment of Plaster-of-Paris,’” and the “Ambulatory Treat- 
ment of Fractures.” In this fourth edition many new illustra- 
tions have been added, thus increasing the accuracy of this part 
of the work. The text has been thoroly revised, thereby bring- 
ing the book absolutely abreast the times. X-ray plates of the 
epiphyses at different ages have been arranged. These will be 
found of value not only as an anatomical study but in the appre- 
ciation of epiphyseal lesions. An important addition is that of a 
chapter upon a few common dislocations. This chapter, like the 
rest of the book, is amply illustrated, and the accepted methods 
of treatment described. 


Hawes’ Parliamentary Rules. 


Every doctor ought to take part in public meetings; every- 
one should be prepared to preside properly if called upon—even 
as chairman of a county convention (with all due respect to Mr. 
Macklyn Arbuckle—to whom, as an ex-politician the reviewer 
herewith extends his congratulations upon the skill with which 
he portrays the character), or speaker of the house—if his wife 
will permit! Hinds & Noble, of New York, have issued a neat 
little compend of parliamentary rules in a new style that will 
favorably impress anyone who has hunted thru “Cushing’s Man- 
ual” and “Roberts’ Rules of Order” until headweary; arranged 
by Frank William Howe—whoever he may be, he’s a genius. The 
peculiar feature of this new handbook is an ingenious visual 
arrangement of the whole subject-matter of practical parliamen- 
tary law in such order that when the book is opened in the mid- 
dle, the chairman, the speaker, the member who next has the 
floor, or anyone else, has before his eyes a complete summary of 
every rule needed in the conduct of any business meeting. With 
the book opened in the middle, every leaf (from the top down- 
wards) is trimmed shorter than the next leaf, so that the titles 
(motions) of twenty-six pages are visible at one glance. Each 
of these pages is instantly reacht by simply lifting the title with 
the index finger of either hand. This brings to view all the 
rules, exceptions and quotations bearing on the particular mo- 
tion under consideration. Every doctor who aspires to be con- 
gressman should invest 50 cents in this book; others may do so 
also with profit. , 


Saunders’ American Year-Book for 1904. 


The American Year-Book of Medicine and Surgery for 1904. 
A yearly digest of scientific progress and authoritative opinion in 
all branches of medicine and surgery, drawn from journals, mono- 
graphs and text books of the leading American and foreign au- 
thors and investigators. Arranged, with critical editorial com- 
ments, by eminent American specialists, under the editorial 
charge of George M. Gould, A. M., M. D. In two volumes. Vol. 
I, including General Medicine. Octavo, 673 pages, fully illus- 
trated. Vol. II, General Surgery. Octavo, 680 pages, fully illus- 
trated. Philadelphia, New York, London: W. B. Saunders & 
Co., 1904. Per volume: Cloth, $3 net; half Morocco, $3.75 net. 
The American Year-Book of Medicine and Surgery continues to. 
maintain its high place among works of its class. Indeed, the is- 
sue of 1904, now received, if anything, is even better than the 
excellent issues of previous years. Such a distinguisht corps of 
collaborators which the editor (Dr. George M. Gould) has en- 
listed as his assistants is sufficient guarantee that the essential 
points of progress are brought out, and the collaborators’ notes 
and commentations are excellent. In the illustrative feature the 
1904 issue fully maintains its reputation, there being fourteen 
full-page insert plates, besides a number of excellent text-cuts. 
Saunders’ Year-Book for 1904 is the best work of its kind on the 
market. The volume on Surgery can be secured separately, if 
desired, and should be obtained by every reader of the Journal 
who wants a thoro review of the past years’ literature in surgery 
and gynecology. The part devoted to gynecology is edited by 
Drs. J. M. Baldy and W. A. N. Dorland of Philadelphia, the gen- 
eral surgery by Drs. J. Chalmers Da Costa and John H. Gibbon of 
Philadelphia, and orthopedic surgery by Dr. Virgil P. Gibney of 
New York. All of the contributors have done good work. 
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GYNECOLOGICAL NOTES. 


The Microscope in Gynecology. 


Daily the importance of the microscope in gynecological 
practice becomes more apparent. Now the strictly up-to-date 
gynecologist examines tke detritus in every curetting to deter- 
mine the character of the infection in inflammatory cases, and 
the existence or non-existence of malignant disease in the chronic 
ones; he makes an examination of the blood in acute pelvic 
inflammations to decide whether or not suppuration is present; 
he subjects vaginal discharges to the microscopist to confirm his 
diagnosis of gonorrhea; and in dozens of other ways makes use 
of the greatest modern aid to scientific medicine. The day when 
a doctor with a speculum and a probe can pose as a “gynecolo- 
gist” is happly past. 


Masturbation in the Female. 


Most gynecologists now admit that masturbation is about as 
common among girls and women (in some form or other) as with 
boys and men. Dr. E. H. Smith in Pacific Medical Journal calls 
attention to the symptoms of its excessive practice. Many prac- 
tice it by putting things into the urethra (hairpins, etc.). As 
to the class of patients, those who present the most characteris- 
tic symptoms and who more often than otherwise fall into the 
doctor’s care in a mental and physical condition ripe for a diag- 
nosis, are, as a rule, from twenty-five to thirty-five years of age. 
Ovarian pain is the most important symptom, particularly at men- 
struation. It is a well known fact that if a man suffers from 
prolonged sexual excitement it frequently produces pain in the 
testicles. This gives a clue to one cause of ovarian pain. Over- 
indulgence in any form of sexual act will cause more or less pain 
or tenderness in the ovaries. Severe pain at menstruation, in 
an otherwise healthy girl with no developt mental defect, is a 
strongly suspicious sign of masturbation. Disturbance of the in- 
testinal functions, intestinal digestion, distention with gas and 
wakefulness, is common in these patients. A peculiarly obsti- 
nate constipation is a most common accompaniment. During the 
manipulation of the genitals, the sphincter and levator ani mus- 
cles are contracted to the utmost. It is a part of the process 
whereby an orgasm is produced. The result is a chronic con- 
traction of the sphincter ani muscle. Constant taking of laxa- 
tives or cathartics adds to the trouble by destroying the muscular 
tone of the rectum and colon. An examination of the rectum in 
these cases shows the mucous membrane relaxt and frequently 
in deep and multitudinous lax folds, filled with glairy mucus; 
the sphincter will scarcely admit the well-oiled finger. The dam- 
age to the nervous system varies with the nervous type of the 
individual and the extent of the vicious practice. Persistent 
leucorrhea not of gonorrheal origin, is fairly good evidence of 
masturbation. 


Gonorrheal Puerperal Fever. 


That it is easy to distinguish gonorrheal puerperal fever 
from the streptococcic form is maintained by Dr. F. J. Taussig 
of St. Louis. According to Bumm and Kronig, the responsibility 
of the gonococcus in producing puerperal fever ranges between 7 
and 28 per cent. Dr. Taussig mentions five cases which have 
fallen under his observation. The author states that these cases 
explain to a certain extent the mystery of “autogenous infection.” 
Intrauterine manipulation during labor may explain the trans- 
mission or extension of the gonorrheal infection into the uterine 
cavity. The puerperal uterus is an excellent breeding place for 
bacteria and the gonococcus is no exception to the rule. Other 
growths of bacteria are usually inhibited in these cases. The 
patients usually do weil during the first six days. The lochial 
discharge then becomes profuse and offensive. A glairy charac- 
ter is superadded because of the large amount of mucus. It 
seems to be particularly irritating to the external genitals. At 
the end of the first week or beginning of the second chills and 
fever set in with pulse-rate ranging between 100 and 110. The 
fever runs two or three days without markt remissions, and then 
generally subsides. Considerable tenderness can be mapt out 
in the region of the uterus and swollen tubes. A copious, puru- 
lent or hemorrhagic discharge may persist for some time. Ac- 
cording to Fehling, puerperal gonorrheal salpingitis is one-sided. 
Parametritis may result from the same cause. Localized pelvic 
peritonitis is frequent. He urges the necessity of frequent care- 
ful microscopic examination of the lochial discharge in the diag- 
nosis of every case of fever in the puerperium. Prophylaxis is 
of more benefit than treatment. Prolonged rest in bed offers the 
best results in the author’s opinion. 
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SURGICAL NOTES. 


Mortality in Appendectorny. 

In the February number of American Surgery and Gyneco)- 
ogy there was a reference to the statistics of Dr. F. S. Dennis, of 
New York, in which the printers made the mortality rate 40 per 
cent. instead of 4 per cent. A valued correspondent, Dr. E. N. 
Liell, of Jacksonville, Fla., formerly of New York city, and there- 
fore familiar with the work of Professor Dennis, calls attention 
to the injustice thus unintentionally done to a most competent 
operator and asks for correction, which is cheerfully made. Let 
no man with a mortality rate of 40 per cent. lay flattering unction 
to his soul by saying: “It’s as good as Dennis’s”; it isn’t, by a 
“10-to-1 shot.” 


For Chronic Gonorrhea. 

When a gleety discharge is due to the presence of a granular 
patch in the anterior urethra and not to a stricture or posterior 
urethritis, an injection of three grains each of acetate of lead, 
sulphate of zinc and alum to the ounce of water will be found 
most effective. It forms a precipitate, so that the bottle (and 
even the syringe) must be well shaken just before making the 
injection—the object being to deposit the precipitate in the 
urethra, where it wil] remain for hours, the acid being incom- 
patible with the development of gonorrheal germs. Injection 
should be made thrice daily. ‘ 


Complete Nephroureterectomy. 

This unwieldy word is used by Dr. J. Wesley Bovee, of 
Washington, to express removal of the kidney and the entire 
ureter. The operation, he says, is peculiarly American, since 
the first four were performed by American surgeons, Kelly prob- 
ably doing the first in December, 1895, and of the seventeen 
cases on record, only two were done outside the United States. 
Of these but four were males and only two ended fatally. Tuber- 
culosis of kidney and ureter was the indication in fourteen of 
these cases. Complete nephroureterectomy may be done by the 
extraperitoneal and the transp¢ritoneal routes. Bovee seems to 
prefer the loin extraperitoneai (with a vaginal incision to remove 
the lower part of the ureter, in the female) and thinks it best 
to begin with the vaginal incision. [In the male the operation 
designed by Witherspoon, of St. Louis, may be substituted for 
the vaginal work.—Editcr.] In tuberculosis of the kidney and 
ureter the strictest care to prevent contamination of normal 
structures is necessary. That virulent organisms other than the 
bacillus of tuberculosis may be in the pus should be remem- 
bered. It is well to remove the kidney and ureter en masse 
when possible, liberating the kidney first, care being taken that 
leakage from the cut end of the ureter does not occur. In favor- 
able cases, if thought advisable, the ureter may be divided be- 
tween clamps at any point where distention is not markt. 
Whether pus be present or not, drainage should be employed, as 
not to do so is to invite at least the accumulation of a large 
amount of serum in the extraperitoneal space made in the oper- 
ation. 


Bladder Hemorrhages. 

An excellent paper from the pen of Dr. Louis E. Schmidt, 
clinical professor of genito-urinary surgery in Northwestern 
University, Chicago, appears in Chicago Medical Recorder, in 
which the author says: A number of conditions causing hem- 
orrhage from bladder are not known to the profession at large, 
or if known are not recognized. A large number are diagnosed 
as “vesical hemorrhages,” and yet are nothing else than hem- 
orrhages arising in the prostatic urethra, as may be shown by a 
clear urine drawn thru a catheter immediately after the hem- 
orrhage. Vesical hemorrhage is a predominant symptom of con- 
ditions other than neoplasms of the bladder. Among these con- 
ditions are the following: (1) Ulcerations due to the breaking 
down of gonorrheal infiltrations of the vesical mucosa. (2) 
Atheromatosis of the vesical blood vessels, either free, into the 
viscus or*submucous infiltrations. (3) Some cases of gonorrheal 
cystitis, acute and chronic. (4) Varicose degeneration of the 
bladder veins, so-called ‘““‘bladder hemorrhoids.” (5) Another 
condition, not clearly understood, in which the mucosa of the 
trigonum appears flabby like a piece of fine fabric. Free hem- 
orrhage follows the slightest traumatism. (6) Submucous or 
free hemorrhage into viscus may follow bimanual examination or 
indirect insults by obstetrical operations. More likely to occur 
when blood vessels are atheromatous. (7) A condition consid- 
ered midway between true new growths and inflammatory gran- 
ulations of the bladder. % 
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